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HYPERTHYROIDISM* 
A. STREET, M. D. 


VICKSBURG, MIss. 


Toxic goitre is not one of the most com- 
but it 
frequency to require physicians to always be 


non diseases occurs with sufficient 
conscious of its possibility in diagnosis. This 
is of tremendous importance because of the 
fact that treatment offers the patient in the 
early stages of the disease almost one hun- 
dred per cent chance of cure. The patient 
in the later stages has a poorer chance. 

The geographic distribution of toxic goitre 
is more general than that of endemic goitre. 
There were 2,700 fatal cases in the United 
States in 1925. 

Hyperthyroidism may be the result of over- 
activity of the thyroid gland, that is hyper- 
function. It may result from leakage of se- 
cretion at an abnormally rapid rate, or it 
may possibly result from the production of 
The fact 
that feeding of thyroid substance will pro- 


a qualitatively abnormal secretion. 


duce thyrotoxicosis but not exophthalmos is 
against the idea of hyperfunction alone. The 
p7esence in thyrotoxicosis of excess of iodine 
in the blood and in the urine, along with a 
colloid in the thyroid gland which is abnor- 
mally poor in iodine, strongly supports the 
theory that excess leakage, or “diarrhea” is 
actually what happens. 

Thyroid tissue pathology does not always 
coincide with the clinical picture presented 
by the patient. However, it seems increas- 


*Read before the Section on Surgery at the 
Sixty-Eighth Annual Session of the Mississippi 
State Medical Association, Biloxi, May 16, 1935. 


ingly evident that hyperplasia is the one 
pathologic finding indicative of thyrotoxico- 
Diffuse hyperplastic goitre, nodular 
zdenomatous goitre, colloid goitre, and stru- 
mitis or thyroiditis are recognized. 


SIs. 


Actually 
the majority of specimens will show mixtures 
of these types. Pathologsts are becoming 
more and more of the opinion that if they 
examine enough areas in a specimen of gland 
from thyrotoxic patient they will find hy- 
perplasia, the cause of the toxic symptoms. 

Clinically the symptoms are often striking, 
and need not be detailed here. They fall 
into two main groups, frequently indistin- 
guishable; 1. diffuse hyperplastic goitre with 
thyrotoxicosis; 2. nodular goitre with thy- 
adenoma). Diffuse hy- 
perplastic goitre is more common in younger 
patients, more prone to exophthalmos; to 
exacerbations, remissions and crisis; has a 


rotoxicosis (toxic 


inore striking facies and more exaggerated 
restlessness. and responds strikingly to ad- 
riinistration of iodine. Nodular goitre with 
thyrotoxicosis is more common in older pa- 
tients, more insidious in onset, less likely to 
be cyclic or to have crisis, more prone to 
exhibit the clincal picture of primary cardiac 
disease, less likely to show exophthalmos; 
facies is less striking, restlessness is less 
prominent, and there may be apathy, and is 
said by some to respond less favourably to 
administration of iodine. 

I believe the most important factor in di- 
agnosis is for the doctor to have hyperthy- 
roidism in mind when making his routine 
examinations. The psychoneurotic patient 
can mimic thyrotoxicosis, and may have en- 
largement of the thyroid; but even if such a 
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patient has some hyperthyroidism and be- 
comes cured of that trouble, you may be sure 
she will still be psychoneurotic. Every car- 
diac patient with any question as to the cause 
and nature of the cardiac condition should 
be considered from the thyroid viewpoint, 
both hyper and hypothyroidism. This is true 
whether there is palpable tumor or not. It 
is not uncommon to remove a fairly large 
thyroid gland at operation when no tumor 
was palpable at examination. Nodular goi- 
tres and substernal goitres are more prone 
to cause dyspnea from pressure than are dif- 
fuse goitres. 

The treatment may be considered under 
two headings, first, preparatory, and second, 
curative. Until methods of proper condi- 
tioning of these patients were developed, the 
cneration was hazardous. For preparation, 
quiet, rest, sedative, high caloric diet may be 
taken for granted. Preliminary ligations 
formerly were frequently advisable, and oc- 
casionally are yet. Patients with increasing- 
ly severe symptoms and rising metabolism 
should not be operated upon until a period 
vt decline of symptoms or a stationary per- 
iod is reached. Thyrotoxic patients of more 
advanced age, say 50 or more years, and who 
have visceral degenerative changes, are poor 
operative risks and will often do better with 
ligations and stage operations. Iodine prop- 
erly used is apparently the most important 
part of preparatory treatment. Although it 
has been known for years that some cases 
of toxic goitre were benefitted by adminis- 
tration of iodine, it was also believed that 
iodine was a factor in producing toxicity. 
Kocher’s warning that iodine may convert a 
non-toxic into a toxic goitre fostered this 
Lelief. Plummer’s report in 1922 of succes- 
ful use of iodine as a preoperative measure 
has resulted in widespread use and general 
acceptance of the method. There is some 
controversy as to the value of iodine in toxic 
adenoma, while admitting its value in hyper- 
plastic goitre. Since it is often impossible 
to distinguish clinically between the two 
types, and it works well in practice, it seems 
best to give iodine as a pre-operative meas- 
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ure in all toxic goitre cases. Means and Ler- 
man state that improvement in syniptoms 
and fall in metabolic rate is so constant a se- 
quence of iodine adminisration in toxic goitre 
that it is of diagnostic value. If there is no 
favourable response to iodine administration, 
the diagnosis may be questioned. 
line cases this therapeutic test may be valu- 
able. 


in border- 


The dosage required is usually small. 
Plummer states that while ten minims of Lu- 
gols solution three times daily may be more 
than many patients require it is a safe and 
adequate dosage. The full benefit will occur 
in about ten days. Iodine should be con- 
tinued through the post-operative period. 
Lugol’s solution or potassium iodide may be 
given intravenously or by rectum. 


An occasional patient is seen who, in spite 
of all conditioning measures, iodine included, 
continues to get worse, the metabolic rate in- 
creasing or remaining at a high level. Such 
patients have been said to be iodine refrac- 
tory. This assumption is questionable, as 
pointed out by Means. If the iodine is with- 
drawn from such a patient his sympton:s will 
become promptly more severe. As a class 
this type of patient offers a bad prognosis. 
Some of them may be benefitted by roentgen 
therapy. The operation which should be 
done later if the patient improves, may be 
1endered more difficult, on account of the 
effect of the roentgen therapy. However, 
any such increased difficulty, and I do not 
think it exists to any appreciable degree, 
should be ignored in the type of case under 
discussion, 


Curative treatment is preeminently surgi- 
cai. 
risk. I notice that some operators make the 
usual collar incision through the skin and 
platysma muscle, but without extending the 
incision through the deep fasca. I find the 
technique apparently much easier if the inci- 
sion is carred down through the deep fascia, 
ligating the anterior jugular veins, and turn- 
ing up a flap including the deep fascia and 
ligated veins, exposing the neck muscles clean- 
ly. The resulting good exposure and easy 


Technical difficulties increase operative 
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mobilization of the gland aids in the protec- 
tion of the recurrent laryngeal nerves and of 
the posterior capsule with the parathyroid 
glands. The thyroidectomy should be sub- 
total. It is better to have some hypothyroid- 
ism following operation than to have recur- 
rence. The deficiency of thyroid is satisfac- 
torily controlled by small doses of thyroid 
substance. Post operative myxedema is very 
rare in any patients except very young ones. 
VICKSBURG SANITARIUM CASES 

In checking the records of thyroid cases 
treated at the Vicksburg Sanitarium during 
the last ten years I find eighty surgical cases 
with complete records, including tissue path- 
ology. They are of the following varieties: 





Not 
Number Toxic Toxic 
Hyperplastic goitre, diffuse 2 2 
Hyperplastic mixed; colloid, 
adenoma or strumitis 14 14 
Adenoma and mixed adenoma, 
strumitis or colloid 39 32 7 
Colloid goitre and mixed 
adenoma or strumitis 15 8 7 
Thyroiditis and Riedel’s struma 5 3 2 
Cystoma = i 1 
Carcinoma 4 4 
80 59 21 


This group of goitre patients includes all 
types except the parenchymatous or so called 
fetal adenoma. Dr. Lippincott has not con- 
sidered the fetal type as a separate class of 
adenoma, and has classed them as adenoma. 

There were three operative deaths, one in 
the mixed hyperplastic group, and two in the 
toxic adenoma group. The patients who 
died were fifty or more years of age. They 
aid not receive roentgen therapy as part of 
their preoperative treatment, although some 
of the others who recovered did receive that 
treatment. 

A great majority of our goitre operations 
have been done on toxic patients. Endemic 
goitre is not prevalent in this locality. Purely 
diffuse hyperplastic goitre, the typical exoph- 
thalmic type occurs apparently in a very small 
,roportion of our patients. 
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DISCUSSION 

Dr. T. E. Ross, Jr., (Hattiesburg): It would 
take a Dr. Crile to add anything to that paper. I 
am sure we all appreciate it, and I just want to 
make one statement about hyperthyroidism. In 
our locality in Hattiesburg I looked up the hospital 
records where I do my work, and found that we 
had had in the practice there eight cases of hyper- 
thyroidism in the last five years, which seemed 
to me a rather small incidence from what I have 
heard of some of the other localities. Naturally, 
with that small number of cases, we have not had 
much experience. I think there are five metabol- 
ism machines in town and everybody is looking 
for it, but we just don’t find it. 

Dr. H. C. McLeod: (Hattiesburg): I would just 
like to stress what Dr. Street said. I am afraid 
the same condition exists that Dr. Ross mentioned 
—-we do not have many cases, but I would like to 
stress the early recognition, thorough examination, 
pre-operative and post-operative care. I thank you. 

Dr. J. Gould Gardner (Columbia): I really could 
not miss this opportunity to discuss and to com- 
pliment the essayist on this very fine paper. There 
are one or two things I would like to stress. One 
is, the great advantage, not only to the operator 
but to the patient, of the good exposure. Go right 
on down through the skin, muscle and fascia with 
a free sweep of the knife, sever the platysma 
muscles, then ligate and cut the anterior jugulars. 
By doing this we have little difficulty in freeing 
the gland and have, therefore, a very fine ex- 
posure. In my early work on goitre I started by 
cutting through the skin, then added a row of 
ciamps to control the bleeding, then cut down a 
little deeper and added another row, and so on, 
until the patient was weighted down with clamps, 
causing undue pressure on the trachea. The 
operation sometimes would take two hours. 

With a free exposure, freeing and pushing back 
the skin and muscles, with the use of hot towels, 
I proceed to free the gland, ligate the superior and 
inferior thyroid arteries usually by transfixing 
them. With the gland in full view and the re- 
eurrent laryngeal nerves located, the operation 
should be completed in thirty minutes instead of 
two hours. The danger of bleeding is minimized, 
traumatism is lessened, the incidence of infection 
is reduced and the chances of recovery propor- 
tionately increased. 
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Also, I wish to agree with the essayist in that 
it is better to take out a little bit too much when 
you can see and know exactly what you are doing 
with a free exposure, than it is to have to go back 
again and do the work over. 

Dr. John Darrington (Yazoo City): When this 
essayist presents a paper to any association, he 
usually covers the subject so thoroughly that there 
is very little to be added. Thyroid operations in 
this country are not as frequent as they are in 
the North. Along the Great Lakes it is a very 
common ailment, but in Mississippi it is compara- 
tively rare. Dr. Ross spoke of only eight cases 
in a city as large as Hattiesburg in a period of 
several years. An advance has been made in the 
treatment of goitre parallel to the advance made 
in the treatment of prostate enlargement, mean- 
ing by that, that the preliminary treatment, the 
cereful preparation of the patient, has reduced the 
mortality until now it is no greater than for an 
average abdominal operation. Back in 1898, I had 
my first goiter case and the patient survived, 
strange to say, but I used all the forceps I had and 
I was afraid to go any further until I could get 
those parts ligated and have more forceps steril- 
ized and in the next case I had I borrowed all the 
furceps in town. I did not want to be caught short 
again. 

I was impressed with the weight of the forceps; 
finally you got to the point where you could not 
see the thyroid gland on account of the forceps. 
All that is a thing of the past now. It is a nice 
clean operation. With proper preparation before 
and following the technic that has been stressed 
we look on it as a comparatively simple operation. 

The iodine test is of considerable value as an 
aid to diagnosis of hyperthyroidism. Where you 
have a patient with a fast pulse and many of the 
symptoms of exophthalmic goitre, and you give him 
iodine and he does not get any better, you are 
doubtful of the diagnosis. It is a simple and cer- 
tainly a very effective diagnostic measure. Give 
them iodine and if they get better take the gland 
out, if they do not get better send them to a 
better doctor for a diagnosis. 

Dr. Dudley Stennis (Newton): As regards the 
incidence of hyperthyroidism in Mississippi, I be- 
lieve it to be on an increase. In the last three 
months I have seen three cases with a metabolic 
rate from plus 102 to plus 61. One was a young 
lady, 24 years of age, who had a slight enlarge- 
ment of her thyroid gland, pulse normal, no sig- 
nificance, eyes normal. I gave her Lugol’s solu- 
tion for about ten days and operated on her and 
her basal metabolic rate was reduced greatly. 
Another was a young man who had been operated 
on for hyperthyroidism seven or eight years ago. 
We gave him Lugol’s solution for ten days and 
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got his basal metabolic rate, which at the begin- 
ning was plus 102, reduced to about 64, and sent 
him to the Veterans Hospital at Tuscaloosa. Anoth- 
er was a man who had his eyes popping and his 
rate I believe was plus 62. I think he went to 
Mayo’s. I believe hyperthyroidism is definitely on 
the increase in Mississippi. I found there were a 
good many cases in New Orleans last winter to 
my surprise. 

Dr. Street (Closing): I want to thank the gentle- 
men who so kindly discussed this paper. If there 
is any other point that we might emphasize ad- 
ditionally, it is the possible confusion of hyperthy- 
roid cases and cardiac cases. There are some, 
especially older patients, who come to me with 
cardiac symptoms, outstanding cardiac symptoms, 
and they very commonly will have auricular fi- 
brillation. The cardiac features of the thing are 
so prominent that you just do not think of the 
thyroid, and yet some of those cases are hyper- 
thyroid. Call them thyro-cardiac if you want to. 
If you remove the thyroid of a thyro-cardiac the 
patient gets well. If we are not on the lookout 
for it we are liable to overlook the thyroid ailment. 

Of course the psychoneurotic is always with us, 
and they always want to be operated on and they 
very commonly come to you and tell you they 
have come to have the thyroid removed, that they 
have thyroid gland trouble. They tell you about 
everything that is the matter with them. Such 
a patient has a moist hand; but it is cold; they 
have a tremor, a coarse tremor, not the fine tremor 
cf hyperthyroidism. You know the hyperthyroid 
patient’s hand is warm, it is moist and warm. 
The psychoneurotic’s is moist but it is cold. You 
ask the hyperthyroid patients if they have to wear 
many clothes when the weather is cold and they 
say, “No”. They do not need much clothing, they 
are warm. You ask the typical psychoneurotic if 
they tolerate cold well and they say they do not 
tolerate cold, they get chilly, they have to have 
lots of clothes, they need to sleep under plenty 
of cover. That is not true of the hyperthyroid 
cases. If we do operate on one of the psycho- 
neurotics who come to have the gland removed, 
they tell you about it beforehand and they tell 
you about it after you have operated too. 


Now there will be a lot of controversy I think 
about treatment with roentgen ray, but I believe 
it is accepted, has been proved beyond a doubt, 
that roentgen ray therapy properly administed is 
beneficial to thyro-toxic patients. I do not mean 
to recommend roentgen ray treatment as treatment 
of toxic goitre. Everybody knows if you get them 
in condition and operate on them, that is the proper 
treatment and the only treatment; but if you have 
a case that is not operable, and with your iodine 
and your proper preparatory measures they just 
fail to get in good condition for operation, then 
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anything that will do them any good we ought to 
use. That is the type of case in which I add 
roentgen ray therapy to the preparatory treatment. 
Then when they do get in condition, go on and do 
the operation. 





RESECTION OF THE PRESACRAL 
NERVE FOR RELIEF OF 
PELVIC PAIN* 

FRANK HAGAMAN, M. D. 
JACKSON, MISs. 


A review of the literature on surgery of the 
sympathetic nervous system gives ample evi- 
dence of the optimism with which surgeons 
have entered this comparatively new operative 
field. Many of the surgical attacks on the 
sympathetic nervous system are complicated, 
with technical procedures which should not be 
undertaken without extensive anotomical re- 
view, and which can be attended with any con- 
stant degree of success only when preceded by 
exhaustive neurological studies. 
the operation for resection of 
nerve 


Fortunately, 
the presacral 


does not such 


require any 
studies or special knowledge, and can be in- 
cluded in the armamentatium of all 


enced abdominal surgeons. 


intensive 
experi- 


Having had some satisfactory results follow- 
ing resection of the lumbar sympathetic gan- 
glia for vascular disturbances of the extremi- 
ties, and being encouraged by the reports of 
Fontaine and Herrmann! on relief of pelvic 
pain by interruption of sympathetic nerve sup- 
ply, we were prompted to perform resection 
of the presacral nerve for the first time in 
March, 1932. Since that time this procedure 
has been used on sixteen additional patients, the 
results of which will serve as a basis for this 
report. 

HISTORICAL 

Herrmann! attributes recent advances in re- 
lief of pelvic pain to recognition of the fact 
that the autonomic nervous system serves as a 
pathway for sensory impulses from the pelvic 
organs; this newer concept being contrary to 


*Read before the Section on Surgery at the 
Sixty-eighth Annual Session of the Mississippi 
State Medical Association, Biloxi, May 16, 1935. 
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the former generally accepted belief that sen- 
sory impulses are transmitted only by cranial 
and sensory nerves. The first attempt to uti- 
lize this fuller knowledge of the physiology of 
the pelvic sympathetic nerve supply was by 
Jaboulay*, in 1898. He sought to interrupt 
the pelvic afferent impulses from a posterior 
approach by removing the coccyx, thereby 
gaining access to the sacral sympathetic plexus 
for its removal. About one year later, Ruggi® 
was the first to attempt interruption of sympa- 
thetic nerves by abdominal section. These ef- 
forts were only partially successful, and were 
superceded in 1921 by Leriche’s periarterial 
sympathectomy of the internal iliac arteries. 
In 1925, Cotte® described the technic for resec- 
tion of the presacral nerve, and reported thirty 
cases operated upon for a variety of conditions, 
including dysmenorrhea, sclero-cystic ovaritis, 
vaginismus, and kraurosis vulvae. The opera- 
tion has been widely used in Europe since that 
date, but no reports have been found in the 
North American literature prior to 1930.5 


ANATOMY AND PHYSIOLOGY 
The superior hypogastric plexus, usually 


spoken of as the presacral nerve, (which is 
not presacral at all, lying instead anterior to 
the bodies of the fourth fifth lumbar 
vertebrae), is a converging of the para-aortic 


and 


sympathetic trunks from the solar plexus and 


adjacent lumbar ganglia. Its origin is slightly 

















PLATE I 

These illustrations used by permission of Dr. A. W. 
Adson, of the Mayo Clinic. 
above the bifurcation of the aorta, and it ex- 
tends an average length of 5 cm. toward the 
promontory of the sacrum, lying slightly to the 
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left of the midline. A 
“inter-iliac-trigone”,!” bounded on either side 
by the common iliac arteries, and at the base 
by the promontory of the sacrum, serves as an 


triangular area, the 


ideal landmark, surgically. The nerve rests on 
the left common iliac vein and vertebrae bodies, 
and is covered by the peritoneum, being at- 
tached to neither, a fact that is of considerable 
surgical significance, since the right ureter, 
which is in the operative field, is always at- 
tached to the peritoneum, and is therefore 
easily avoided. 

Our observation has been that the nerve lies 
in a sheet of connective tissue, easily separated 


The 
implantation and position of the pelvic meso- 


from anterior and posterior structures. 


colon may interfere with the exposure of the 
trigone, and although we have encountered a 
similar relation in one case 
(10, 11, 1, 4,) 


mesenteric vessels covering the left half of the 


only, numerous 


authors report finding the 
trigone, and Elaut!® found in eight per cent 
“the presence of a long mesocolon, the root of 
which extends over the base, covering the en- 
This situation of the 
mesocolon makes any direct exposure of the 


trigone impossible.” 


tire trigone. peculiar 
Considerable controversy 
exists as to the exact form of the nerve, and 
although our series of seventeen cases is of 
insufficient number on which to base accurate 
conclusions, our findings would seem to par- 
allel those of Elaut!®, who, after dissecting the 
nerve in fifty bodies, divided them into four 
types: (A) Single nerve type, 24 per cent; 
(B) plexus type, 58 per cent; (C) parallel 
type, 16 per cent; (D) arch-shaped type, 2 
per cent. 

Below the presacral nerve, the sympathetic 
fibers are continued into the pelvis as the right 
and left being 
finally distributed!® to the bladder, lower part 
of the ureter, uterus, rectum, anus, coccyx, and 


inferior hypogastric nerves, 


in the male, the prostate and seminal vesicles. 
Attention is called to the fact that the ovary 
receives no ennervation through the prescacral 
nerve, being supplied instead from the ovarian 
plexus’, which is turn arises from the inter- 
mesenteric and renal plexuses, and accompanies 
the ovarian artery from its origin to the ovary. 
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Ovarian pain, therefore, is relieved by 
resection of the presacral nerve, a fact that is 
borne out in case 10 of this report. 

The exact physiology of the pelvic sympathe- 
tic nerve is still indefinite. From the mass of 
experimental and clinical data,' however, the 
evidence is ample to prove that: 

(1) Pain impulses are carried 
pelvic organs by sympathetic nerves. 

(2) Division of the presacral nerve does 
not alter the menstrual cycle. The experiment- 
al studies of Buchheim and Zaleski definitely 


not 


from the 


prove that the lutein hormone exercises its ef- 
fect indepedent of any innervation. 

(3) Resection of the sympathetic nerve sup- 
ply “does not interfere with spontaneous partui- 
tion does not produce glandular atrophy, chronic 
pelvic congestion, or any 
motor function of the bladder or rectum.’ 

(4) In the male, Herrmann? says: “Follow- 
ing section of the superior hypogastric plexus, 
male patients have found it 
ejaculate their semen, even though they were 
able to perform the sexual act, and experience 
a psychical orgasm which was indistinguishable 
from the normal. 


disturbance of the 


impossible to 


In the female there is no 
alteration of the sexual function.” 


INDICATIONS FOR OPERATION 

A careful perusal of the literature will re- 
veal the fact that although of the 
sympathetic nervous system as a whole has 
yielded relief in a rather large variety of con- 
ditions, the chief indication for resection of the 
presacral nerve alone has been dysmenorrhea. 
Douglas'*, reports five cases of intractable in- 
terstitial cystitis, with relief in three. Lear- 
month’ feels that the operation was justified 
in one case of cord bladder, and there are 
several single case reports prior to February 
1935, of extirpation of the presacral nerve in 
urological cases, 1%, 14, 15, 


surgery 


which indicate that 
neurectomy may become a standard procedure 
for bladder disturbances due to derangements 
of its sympathetic nervous mechanism. 
Gamble! reports resection in seven cases of 
obstinate constipation five of which were com- 
pletely relieved, the other two decidedly im- 
proved, both stating that they were well satis- 


fied with the results. If, as is true in the 











HacaMANn—Resection of Presacral Nerve 


urinary bladder, stimulation of the sympathetic 
nerve supply to the rectum and anus causes an 
increase in tone of the sphincters and decreased 
tonicity of the muscles of the walls of the 
rectum and anus, this indication is based on 
sound reasoning and should produce good re- 
sults in those cases of constipation caused by 
increased tolerance of the rectum to the pres- 
ence of a fecal mass, a condition frequently ob- 
served in women, and thought to be due to 
habitual postponement of the act of defecation. 

The operation of Rankin'® and Learmouth 
for Hirschsprung’s disease, which includes di- 
vision of the inferior mesenteric nerves, as well 
as division of the presacral nerve, gives excel- 
lent results, but will not be considered at this 
time. 

DYSMENORRHEA 

Fontain and Herrmann! divide the cases in 
which the presacral nerve section is indicated 
(1) 


functional dysmenorrhea in which no demon- 


into two main groups: Those cases of 
strable pathology can be found to account for 
the symptoms, and which do not respond to 
(2) 
senting dysmenorrhea or pelvic pain associated 
pathological the 
pelvis—retroversion, following 


conservative measures. Those cases pre- 
conditions in 
pelvic pains 
other operations, correction of which condition 
frequently results in no relief. In the treat- 
ment of this group, Cotte has shown the im- 
portance of performing resection of the pre- 
sacral nerve at the same time the pathologic 


with minor 


process was corrected by comparing the results 
obtained in a series of 200 cases in which cor- 
rection of the pathologic process alone was 
done, with a like series in which correction of 
with 


the pathological process was combined 


resection of the presacral nerve. The results 
were far superior in the latter group. 

Although the operation has been used ex- 
tensively in Europe for the relief of dymen- 
orrhea since its introduction by Cotte in 1925, 
no reports by American surgeons have been 
found prior to 1933. The series published 
since then have been comparatively small, but 
the excellent results reported suggest that it 
has been accepted as a standard operative pro- 
cedure. 
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Cotte *! has resected the presacral nerve in 
125 cases of dysmenorrhea and where other 
disturbances such as vaginismus, dyspareunia, 
vesical catarrh were present 
also, these, too, were relieved by the resection. 


leukorrhea and 


He cautions against performing the operation 
in any condition other than true pelvic neural- 
Herrmann? emphasizes the fact that the 
procedure is not a panacea for all pelvic ills, 
but urges its use in those cases of functional 


gia. 


dysmenorrhea with pain primarily in the uterus 
and radiating to the anus, rectum, coccyx and 
urinary bladder, that is, the distribution of the 
DeCoursey* reports 21 cases 
Weatherall!® does not re- 


presacral nerve. 
with good results. 
sort to the procedure until “all known methods 
of relief short of the use of opiates, radiation 
and hysterectomy” have been carried out, but 
feels that the resection of the nerve will allow 
“the conservation of female reproductive or- 
gans, which have heretofore been sacrificed.” 
Adson and Masson® feel that their group of 
six cases is too small to permit general con- 
but 
justify continued use of the operation in those 


clusions, the excellent results obtained 
cases of dysmenorrhea not relieved by medi- 
cul measures. As demonstrated in the follow- 
ing case record abstracts, relief can be expected 
only over the proved distribution of the pre- 
sacral nerve. Illustrative of this point, case 
10 had no pain at menstruation following 
operation, but did develop left ovarian pain 
some months later, which was relieved by the 
Case 7 has not 
gotten complete relief, because of pain in the 
back and side; areas outside the distribution of 
the presacral nerve. Location of the pain in 
case 8 was not in the region supplied by the 


nerve, and, therefore, got no relief at all fol- 


removal of an ovarian cyst. 


lowing operation. Case 13 had such extensive 
involvement of the pelvis that any relief ex- 
perienced from resection of the presacral nerve 
was masked by the severe pain in other re- 
gions. For complete pelvic neurectomy resec- 
tion of the presacral nerve must be combined 


with removal of the preaortic sympathetic fibre 
from above the level of the origin of the in- 
ferior mesenteric artery downward to the pre- 


sacral nerve, and resection of the last two or 
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three lumbar sympathetic ganglia on either 
side. 
SURGICAL TECHNIC 
Adequate exposure of the operative field is 
Having obtained complete surgical 
either by subarachnoid or ether 


anesthesia, a left para-median incision is made, 


essential. 
relaxation, 


beginning one inch above the level of the um- 
bilicus and extending downward as far as is 
necessary to secure full exposure of the inter- 
iliac trigone. If surgery on the pelvic organs 
is contemplated, the incision should extend to 
The 


been completed, the patient is 


the symphysis pubis. incision having 
placed in ex- 
treme Trendelenburg’s position, and the in- 
testines held out of the operative field with 
Having the 


bifurcation of the aorta and the common iliac 


laparotomy sponges. visualized 
arteries, the peritoneum just above the bifurca- 
tion of the aorta is caught up on either side 
of the midline and incised. It separates readily 
from the connective tissue beneath it, and the 
incision is carried downward past the promon- 
tory of the sacrum so as to bare the inter- 
aa 


iliac trigone. Formerly is was our practice to 
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PLATE II 

This illustration used by permission of Dr. W. McK. 


Craig of the Mayo Clinic. 


follow the technic suggested by Cotte, which 
consisted in locating the nerve fibres and re- 
moving separately. More recently we 
have followed the suggestion of Adson, which 


each 


we believe insures more efficient removal of the 


entire nerve. This consists in removing the 
connective tissue from the entire triangular area. 
By so doing, the enveloped presacral nerve is 


removed also, and in a more thorough manner 
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Common iliac 
vessels 














PLATE III 

By permission of Dr. Hofman 

than by attempting to isolate and remove each 
separate fibre. 

Care should be taken, of course, to avoid in- 
jury to the common iliac arteries or vein, and 
to the middle sacral artery, but no great dif- 
ficulty will be encountered in avoiding these 
structures, since neither the presacral nerve nor 
its connective tissue covering is adherent to 
them. When the mesocolon occupies the left 
half of the trigone, it must be carefully dis- 
placed to the left before resecting the nerve. 
After all bleeding points have been caught and 
ligated, the peritoneum is closed with a run- 
ning suture of plain catgut. Cotte recommends 
that all other operative procedures should have 
been completed prior to resection of the pre- 
sacral nerve. There is nothing difficult about 
the technic and the entire procedure as men- 
tined above should not consume longer than 
five minutes. 

CONCLUSIONS 


Review of the case records in seventeen cases, 
observed over a period of three years indicates 
that: 

(1) 
dysmenorrhea characterized by pain in 
uterus, bladder, 


Resection of the presacral nerve relieves 
the 
urinary rectum, anus and 
coccyx. 

(2) 
gina, pain in any region other than those men- 
tioned above will not be influenced by neurec- 
tomy. 

(3) No immediate or remote ill effects have 


been observed following the operation. 


With the possible exception of the va- 
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(4) 
sacral nerve is simple of execution, does not 
preclude the performance of other necessary 
surgery, and is a valuable addition to the arma- 
mentarium of the pelvic surgeon. 


The operation for resection of the pre- 


Summary of results obtained following resection 
of presacral nerve based on answers to letter of 
inquiry, dated April 2, 1935. 


Length of 
Time since 
Age Operation 
(1) | 3 yrs. 2 mos.| 100% for twelve months 
21 | Return of pain at- 
| tributed to regene- 
ration of nerve. 





RESULTS 
Degree of Relief Expressed 
in Percentage. 


Case 





| 
| 3 yrs. 
| 





(2) 


07 
27 





(3) | 2 yrs. 11 mos. for 18 months. 90% 
35 | (very slight  back- 
| ache during men- 
struation) since 
| | then. Entirely sat- 
| | isfied with result. 
| 2 yrs. 10 mos.| 100% Has had normal 
24 | | pregnancy and de- 
| | livery bince opera- 
| tion. 
| mos.| 85% Feels greatly repaid 
| | for having had the 
| | operation. 
| 2 yrs. 64 mos.| 100% Has _ had normal 
| pregnancy and de- 
| | livery since opera- 
| | tion. 
mos.| 90% Entirely satisfied 
at with results. Pain 
| only in back and 
} side. 
| O Failure due to im- 
| proper selection of 
| ease. Location of 
| 
| 
| 


100% 











~) 











mos. 


pain outside distri- 
bution of presacral 

nerve. 
mos|. 90% Menstrual periods 
which were 8-14 
| days prior to opera- 
| tion are now 4 days. 
Recurring ovarian 
| cyst caused  con- 
| stant pelvic pain 
| until removal at 
| 
| 








(10) |1 yr. mos.| 100% 
23 | 


| 
| 


(11) | 1 yr. 6 
18 


second operation. 
Has had normal 
| | pregnancy and de- 
| | livery since opera- 
| | 

| | 





mos.| 100% 


tion. No uterine 
pain while in labor. 
(12)! 1 yr. mos.| Complete relief in 
49 | | region supplied by 
| 
| 





ou 


80% 


| presacral nerve. 
Now has pain only 
| in left leg and hip. 
mos.| 0 Improper selection 
| of case. Extensive 
pelvis malignancy 
| Died 3 months after 
| | operation. 





(13) | lyr. 3 
53 | 
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(14) | lyr. 4 mos.| 100% 
27 | | 
(15) | Il mos.) 100% — 
32 | | 
(16) | 6 mos.| 85% Some pain around 
30 | | anus during men- 
| struation. 
(17) | 5 weeks! 100% Completely relieved 
24 | | while in _ hospital. 
| | No follow-up since 
| | discharge from the 
| | hospital. 
CASE REPORTS 
Case 1. On September 12, 1931, Miss B., a 


stenographer, aged 21 years, came for examination 
on account of severe pain at the menstrual time 
which had caused her to get weak and nervous and 
lose her appetite at her periods, since the age of 12. 
For the past six months the pain had increased 
in severity and she had fainting spells which came 
on a day or so after each menstruation. Exami- 
nation revealed no abnormality of the pelvic or- 
gans with the exception of a small cervix and she 
was advised to have a dilatation of the cervical 
canal. Ten days later she developed an attack of 
acute appendicitis for which an immediate opera- 
tion was done. The uterus, ovaries and tubes were 
explored for any possible cause of the dysmenorrhea 
and were found normal. Dilatation of the cervix 
was done. Her convalesence was uneventful but 
the next menstrual period was as much or more 
painful than the one preceeding the cervical dilata- 
tion and each menstruation thereafter continued 
to be increasingly severe until four months later 
when another dilatation of the cervix was done and 
a stem pessary introduced. This was worn through 
a menstrual epoch but gave no relief. But this 
time the pain was not limited to the duration of 
menstruation alone but continued practically the 
whole month. Because of increased weakness, 
nervousness and pain she had to stop work and 
remain in bed most of the time. March 31, 1932, 
resection of the presacral nerve was done. Im- 
mediately after her reaction from the anesthesia 
she stated that all pelvic pain was gone and never 
since then has it returned. On February 14, 1933, 
eleven months following resection of the presacral 
nerve, she replied in answer to an inquiry: “As 
I stated before, I do not have any pain during 
my periods.” May 1, 1935 patient reported for 
further treatment. Following the last report she 
began having pain during menstruation. Not much 
at first, but increasing in severity each month. 
Now she suffers as much as before operation. The 
return of pain is attributed to regeneration of the 
nerve, and she was advised to have a second oper- 
ation, which is to be done at a later date. 


Case 2. On May 16, 1932, Miss M., aged 27 years, 
a school teacher, reported for examination and 
treatment for painful menstruation, so severe that 
it was uSually necessary for her to remain in bed 
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during the menstrual flow. The flow was quite 
free for the first two days and the pain was no 
more severe at the beginning than at the end of 
menstruation. Examination showed the uterus in 
retroversion with some thickening of the posterior 
surface of the cervix. The following day an in- 
ternal Alexander suspension of the uterus, ap- 
pendectomy, dilatation of the cervix, and resection 
of the presacral nerve was done. Convalescence 
was uneventful and she has communicated several 
times since then that she was getting along nicely. 
On January 31, 1933, she reported: “I am getting 
along beautifully. Never have a pain during my 
monthlies.” In answer to the inquiry of April 2, 
1935 she states, “I would highly endorse this opera- 
tion for any woman who is the victim of painful 
menstruation.” 

Case 3. On June 23, 1932, Mrs. G., 
stated that menstruation had been painful for four 
She 
had cramps badly for two weeks before each period 
and had to stay in bed the first day of each per- 
iod. At the time she came for examination she 
was not menstruating but if she stood on her feet 
for as long as an hour she would hurt so badly 
in the pelvis that she would have to sit down. 
Examination of the pelvis revealed no abnormality 
except tenderness of the uterus. June 24, the fol- 
lowing day, laparotomy was performed, the pelvic 
organs and gall bladder were found normal, the 
appendix had been removed at a previous opera- 
tion, and no adhesions were found in the abdomen 
or pelvis. Resection of the presacral nerve was 
done and no complications developed post-opera- 
tive. Ever since she has had no pain in her pelvis 
and February 20, 1933 she reported: “I have 
menstruated regularly since my operation, and 
have had no pain.” April 5, 1935, she wrote: “For 
18 months after the operation, I had no pain at 
the time of menstruation. Since then I have only 
slight backache. There is no severe pain at any 
time, as I was having before.” 


aged 35 years, 


years, much worse for the past four months. 


Case 4. Mrs. J., aged 24 years, came June 27, 
1932, complaining of backache and painful menstru- 
ation. She had had two miscarriages, one three 
years ago, and another one year later; no children. 
She had had backache and painful menstruation 
since age eleven. The backache had been worse and 
almost constant for three years. Examination of 
the pelvis showed retroversion of the uterus, other- 
wise negative. At operation June 28, the foifldw- 
ing day, the uterus was found to be retroverted, 
the right ovary cystic and the appendix chroni- 
eally diseased. An appendectomy, right oophorec- 
tomy, internal Alexander suspension of the uterus, 
and resection of the presacral nerve was done. Ten 
days later she left the hospital in good condition 
and February 11, 1933, reported: “I have gained 
in weight twenty pounds and have never a pain 
during my menstrual period.” April 4, 1935 she 
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reported that she had no pain on menstruation, 
and on February 13, 1935 delivered a twelve-pound 
baby.” 

Case 5. Mrs. M., aged 24 years, stated she had 
cramps badly at each period since she began to 
menstruate, probably getting worse. Examination 
July 10, 1931, showed a hard, conical cervix and on 
the following day the cervix was dilated and stem 
pessary introduced. Routine Wassermann was 
found positive and antisyphilitic treatment begun. 
One year later she was still having very painful 
menstruation and resection of the presacral nerve 
was done. There were some adhesions from the 
operation in 1918, when the right ovary and ap- 
pendix were removed, but no other pathology was 
found. She left the hospital in the usual length 
of time and did not report until February 28, 
1933 when she stated: “I had a little pain with 
the first few periods after my operation but since 
then the pain has been less and now I do not 
cramp at all.” April 4, 1935, she stated that she 
had a few pains on the second day of menstrua- 
tion, but otherwise feels great. 


Case 6. Mrs. M., aged 23 years, came October 23, 
1932, complaining of attacks of pain in the right 
lower abdomen and very painful menstruation. For 
the past six months the pain in the appendiceal re- 
gion has been almost constant. The menses began 
at 18 years, very painful from the beginning with 
scant flow. October 24, the appendix was removed 
for chronic inflammation and resection of the pre- 
sacral nerve was performed. The uterus, ovaries 
and tuber were normal. This patient was a member 
of a religious sect that has as part of its doctrine 
a disbelief in medicine and surgery, and came to 
the hospital under protest. In spite of that mental 
handicap she reported February 11, 1933: ‘Have 
had one menstrual ‘period since my operation, it 
was not painful. Supposedly I am about two 
months pregnant.” This was of especial interest 
since it afforded an opportunity to observe the 
effect of the operation on pregnancy and more 
particularly partuition. November 3, 1933, we 
were pleased to receive an answer to our inquiry 
in which she stated: “I did not have very many 
pains when the baby came. The women that were 
with me said I had an easy time, and I thought 
so, too.” 


Case 7. Miss H., aged 18 years, complained of 
very painful menstruation; general abdominal sore- 
ness; indigestion; weakness; drowsiness, and fre- 
quent attacks of sore throat. Examination which 
included complete laboratory and roentgen ray re- 
ports showed the presence of hookworm ova in the 
stool but no other gastro-intestinal lesion. The va- 
ginal examination was negative except for a slight 
backward displacement of the uterus. The tonsils 
were chronically diseased. On the following day 
the appendix was removed, the uterus, tubes, and 
ovaries were normal, and resection of the presacral 
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from the hookworm disease, but February 29, 1933, 
she wrote: “Yes, the operation helped me greatly, 
the few pains I now have are nothing to compare 
with what I formerly had.” April 5, 1935, she wrote: 
“Now, menstruation never brings on a headache. 
Sometimes, however, my kack and side give me 
trouble, but even then the pains are not anything 
like as bad as they were before the operation.” 

Case 8. Mrs. B., aged 30 years, complained of 
dull aching, boring pain in her lower abdomen. Al- 
though the pain was not confined to the pelvis, it 
worse during menstruation. The appendix 
and right ovary had been removed at a former 
operation, four years before. General examination 
done. She had not entirely recovered 
revealed hookworm disease. The cervix was badly 
lacerated and chronically infected. The perineum 
showed an old second degree laceration. Pelvic 
examination was otherwise normal. December 6, 
1932, Sturmdorff amputation of the cervix, peri- 
neorrhaphy, and resection of the presacral nerve 
was done. In January 1933, the next month after 
operation, she reported that she had pain in her 
and in the region of the left ovary at the 
time of menstruation, but in February, one month 
later, she stated: ‘I felt a little better this month, 
had some pain but not so much as I did before.” 
In reply to the last enquiry she stated that the 
operation had not relieved her dysmenorrhea. At 
menstrual period there was severe pain in 
the region of the left ovary and back. 


was 


nerve Was 


back 


each 


Case 9. Miss T., who had been a patient at the 
State Tuberculosis Sanatorium for several years, 


was referred because of abdominal pain suggestive 
of intestinal obstruction, and continued weakness, 
fever and disability. At operation on December 
19, 1932, the fallopian tubes were studied with 
tubercles, and bound down by adhesions. The 
uterus was nermal. The ovaries were normal. The 
appendix had been removed at a previous opera- 
tion. A bilateral salpingectomy was done, and her 
convalescence was uneventful with the exception 
of the fact that pelvic pain which has been pres- 
ent before operation, continued. She had also had 
dysmencrrhea since the establishment of menstrua- 
tion. The pain continued until June 17, 1933, 
when resection of the presacral nerve was done 
in the hope that she would get some relief. Both 
operations were done under subarachnoid anesthe- 
sia, her convalescence being uneventful, with the 
exception that she was very slow in regaining her 
strength. April 4, 1935, she stated that she was 
at home, and that she still had some pain with 
menstruation but the pelvic pain was practically 
gone, and she had regained her usual good 
strength. There was no evidence of any tubercu- 
lous peritonitis as far as her symptoms were con- 
cerned. ; 

Case 10. Mrs. P., aged 23 years, had been preg- 
nant three times; one ncrmal pregnancy and two 
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abortions. Menstruation was regular, duration less 
than a week, but for the duration of menstruation 
it was necessary to remain in bed and take hypo- 
dermics for the relief of pain. In 1931 the ap- 
pendix and right ovary were removed, but the 
clinical record of the operation was not available. 
Examination revealed a small hernia in the upper 
portion of the former incision. On examination 
the perineum was normal, uterus and left ovary 
normal in size and position, and no tenderness 
could be elicited. At operation October 30, 1933 
a small cyst of the left ovary was resected, no 
other evidence of pathology being found. Resec- 
tion of the presacral nerve was done, and conva- 
lescence was uneventful. She had no pelvic pain 
until June 1934, when there developed pain in 
the region of the left ovary. The pain was pres- 
ent all the time, but was worse during menstrua- 
tion. There was also a large, postoperative hernia. 
At operation for the hernia, a small cyst of the 
left ovary was found and resected, since which 
time she had had no more pelvic pain, although a 
second repair of the ventral hernia was necessary. 
April 7, 1935, she wrote:” I have had no pains 
at all with my menstruation since the operation.” 

Case 1l. Miss B., aged 18 years, October 20, 1933 
she came complaining of dysmenorrhea and pain in 
the right lower abdominal quadrant. In February, 
1931, appendectomy had been performed through 
a right rectus incision, and she thought the pain 
was caused by the scar. Her family physician 
stated that he had felt a mass at the external 
inguinal ring some weeks before. Examination of 
the abdomen was negative with the exception of 
tenderness over the right external inguinal ring, 
but there was no mass or impulse on coughing. 
Pelvic examination was entirely negative. Ten 
drops of tincture of belladonna was ordered to be 
taken three times daily, and an abdominal sup- 
port fitted. One month later no relief had been 
obtained, and on November 19, 1933, operation was 
performed. The pelvic organs were’ explored 
through a midline incision ,and found to be nor- 
mal. There were no adhesions about the base of 
the cecum, and no inguinal hernia. On account 
of the pain in the region of the right external 
inguinal ring, a hernia repair was carried out. 
Resection of the presacral nerve was done through 
the midline incision. Her convalescence was un- 
eventful, and she has had no more abdominal pain 
or dysmenorrhea. Several months following opera- 
tion she married, and on February 19, 1935, I de- 
livered a normal baby. Labor lasted eight hours, 
and the only unusual feature was the absence of 
abdominal pain during uterine contraction. There 
was the usual amount of perineal pain, for which 
nitrous oxide anesthesia was given. The pueperium 
was uneventful. 


Case 12. Mrs. A., aged 47 years, had resection of 
the presacral nerve December 18, 1933, following 
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application of radium for menorrhagia and metror- 
rhagia, which caused severe abdominal pain. April 
12, 1935 she reported: “I suffer some when time 
for the monthly period, but not in the same way. 
It is mostly in my left leg from my hip all the 
way down.” 

Case 13. February 13, 1934, Mrs. B. had resec- 
tion of the presacral nerve in an attempt to re- 
lieve the severe pain from inoperable carcinomata 
of both ovaries and uterus. Complete pelvic 
neurectomy had been planned, but due to retro- 
peritoneal metastases and poor physical condition 
of the patient, this more extensive procedure could 
not be completed. Following operation she received 
no relief from pain, and died three or four months 
later. 

Case 14. Mrs. B., aged 17 years, mother of two 
children, stated that she had always had painful 
menstruation. Examination showed an old second 
degree laceration of the perineum, with the uterus 
in extreme retroversion. No other pathology was 
found. On January 15, 1934, a perineorrhaphy was 
done, suspension of the uterus, and resection of 
the presacral nerve being carried out at the same 
time. Her convalescence was uneventful, and on 
April 3, 1935, she stated: “So far, my menstrual 
periods have been without pain.” 

Case 15. Mrs. L., aged 32 years, reported on 
June 15, 1934, and stated that the menses were es- 
tablished at the age of 14 years, and had always 
been irregular, with intervals of from six to eight 
weeks, last menstruation was two weeks ago. Du- 
ration of menstruation three days, and always is 
extremely painful. She gave a history of attacks 
of pain in the right lower abdomen, suggestive of 
appendicitis, and at operation on June 16, 1934, the 
appendix was found to be greatly thickened and 
bound down by many adhesions, with unmistakable 
evidence of chronic inflammation. There were some 
small cysts of the right ovary, and the left ovary 
was normal. The uterus was normal in size and po- 
sition. At operation, the appendix was removed 
and resection of the presacral nerve done. Her 
convalesence was uneventful, and on April 12, 
1935, she stated that she had had no more pain 
with her menstruation. 


Case 16. Mrs. F., aged 30 years, reported August 
7, 1934, stating that intercourse was extremely pain- 
ful and'‘that she had pain with menstruation. 
Seven years before, a portion of the left ovary and 
a portion of the uterus was removed. This did 
not relieve the pain. Examination showed marked 
tenderness of the uterus, and ulceration of the 
cervix uteri. She was referred to her home physi- 
cian for cauterization of the cervix uteri, and 
medical treatment for pelvic pain. She reported 
back several times in the interim, and on No- 
vember 8, 1934, because she had not received any 
relief from the pain, or painful intercourse, opera- 
tion was performed. At operation, there was some 


omental adhesions to loops of ileum, and a small 
cyst of the right ovary. The uterus was about 
half normal size, the left ovary being normal. The 
cyst of the right ovary was resected, the omental 
adhesions released, and resection of the presacral 
nerve done. December 28, she returned for ex- 
amination, at which time all vaginal tenderness 
had disappeared, and on April 5, 1935, she stated 
that she had no more pelvic pain and no more 
pain with intercourse. 


Case 17. Mrs. W., aged 24 years, stated that she 
had always had painful menstruation. June, 1934, 
she began having attacks of cramping so severe 
with each menstruation that she was “stiff as a 
board.” She also had severe pain with sexual in- 
tercourse. Examination revealed no evidence of 
any abnormality or disease in the pelvis, and she 
was advised to have resection of the presacral 
nerve for the dysmenorrhea and dyspareunia. 
April 9, 1935, resection of the presacral nerve was 
done. She made an _ uneventful convalescence 
therefrom, and had no pain while in the hospital. 
Since operation she has not menstruated, but re- 
ported May 12, that she was feeling well and hav- 
ing no pain of any kind. 
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DIAGNOSIS AND TREATMENT OF 
AMEBIC HEPATIC ABSCESS* 
MICHAEL DeBAKEY, M. D.+ 
and 
ALTON OCHSNER, M. D.j 
NEW ORLEANS 
Amebic abscess of the liver is of particular 
Al- 
though amebic hepatic abscess is a surgical con- 


interest to both internists and surgeons. 


dition, the former is interested in this compli- 
cation of amebiasis because of its high inci- 
dence, as evidenced by the ratio of 1 to 4 or 6 in 
hospital series 1.*,%. Whereas this high com- 
plication incidence may appear to be the result 
of late diagnosis and inadequate therapy of the 
original amebiasis such is probably not the case 
The fact that in a 
large percentage of individuals amebiasis ex- 
ists without diarrhea and with few or no symp- 
toms undoubtedly accounts for the absence of 
diagnosis and therapy and the subsequent de- 
velopment of hepatitis. 


in the majority of instances. 


The surgeon is actu- 
ated by the zealous desire to diminish his ad- 
mittedly high mortality rate. This has been 
due in great measure to two prevalent, but 
erronous, conceptions. Authorities on ame- 


biasis have known for a long time that the 


*Read before the Orleans Parish Medical Society 
April 8, 1935. 

7From the Departments of Surgery, Tulane Uni- 
versity School of Medicine, Charity Hospital and 
Tcuro Infirmary, New Orleans. 
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disease occurs ubiquitously, but this now well- 
established fact has only recently been gener- 
ally appreciated. Even as early as 1902, Sir 
Leonard Rogers* contended that amebic hepa- 
tic abscess occurred in other climates and ob- 
jected to the term “tropical abscess.” Craig® 
opines that between 5 and 10 per cent of the 
people of this country harbor the parasites. 
The other prevalent, but erroneous, conception 
concerns the frequency with which diarrhea is 
manifested clinically in the previous history of 
patients that develop amebic infections of the 
liver. Many individuals are recalcitrant at the 
thought of making this diagnosis in the absence 
of an antecedent history of dysentery or other 
bowel symptoms. That amebic hepatitis or ab- 
scess not only can, but also frequently does, oc- 
cur in patients in whom there is no clinical 
manifestation referable to the colon is irrefut- 
ably demonstrated by an analysis of 318 cases 
collected from the literature, including 52 of 
our own, in which there were 131 (41.1 per 
cent) in which no antecedent diarrhea had oc- 
curred (1). As 42 (81 per cent) of our 52 
caseg (1) had no diarrhea at the time of ad- 
mission to the hospital, the relationship of the 
hepatic lesion to amebiasis is even less obvious. 
The explanation for this relatively high inci- 
dence of the occurrence of amebic hepatitis in 
the absence of an antecedent diarrhea lies in the 
fact that slight amebic infections of the bowel 
limited to the right half of the colon may pro- 
duce no diarrhea. Whereas relatively slight in- 
fections limited to the left side of the colon 
and producing excessive secretions of fluids re- 
sult in frequent evacuations of watery stools, 
similar lesions located in the right side of the 
colon are not manifested by diarrhea, because 
the fluid is absorbed in its passage through the 
uninvolved and normally functioning left side 
of the colon. That amebic infections frequent- 
ly occur in only the right side of the colon has 
been conclusively demonstrated by Rogers®, 
who found that in almost two-thirds of 36 
autopsied cases the lesion was limited to the 
cecum and ascending colon, indicating the la- 
tency of the infection during life. 


The diagnosis of amebic hepatitis and hepa- 


tic abscess is not difficult, if constantly kept 
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in mind, and this possibility must always be 
considered in any patient with a persistent en- 
largement of the liver associated with pyrexia. 
The history of antecedent dysentery is confirm- 
atory, but, as has been emphasized above, the 
absence of such a history does not in the least 
exclude the possibility of amebiasis. Pain in 
the upper right abdominal quadrant is probably 
the most prominent symptom, and tenderness 
along the right costal margin is the most con- 
stant finding. ‘The pain frequently radiates to 
the right supraclavicular region and is undoubt- 
edly the result of involvement of the diaphrag- 
matic pleura, which is readily explained by the 
fact that the majority of amebic abscesses are 
located on the convex surface of the liver in 
contact with the diaphragm. Manson-Bahr* 
emphasized this finding as most striking and 
characteristic and noted its 


presence in over 


one-half of a series of 43 cases. The presence 
of slight leukocytosis without concomitant in- 
creases in polymorphonuclear leukocytes casts 
a still stronger suspicion on the possibility of 
an amebic infection. As has been stressed by 
Rogers*, 6.8 and Manson-Bahr and Willough- 
by” there is only a moderate increase in leuko- 
cytes in amebic hepatic abscess as contrasted 
with the marked leukocytosis in pyogenic ab- 
scess of the liver. If, in addition to these find- 
ings careful examination of the stools reveals 
either active amebae or encysted forms, the 
diagnosis of liver abscess is justified. How- 
ever, here, again, a negative finding does not 
exclude amebiasis as a cause of liver involve- 
As a matter of fact this has been the 
usual 


ment. 


more experience. Manson-Bahr‘  ob- 


served that amebae were present in the stools 
in only 2 instances in his series, and Chen et 
al! noted a positive finding in 34.1 per cent of 
their cases. In Gessner’s!! series of 56 cases 
of amebic hepatic abscess amebae were found 


in the stools in 7 (12.5 per cent). In our own 


series (1) it was positive in 36.1 per cent of 
those cases in which this examination was 
made. 


Undoubtedly one of the most important and 
trustworthy laboratory aids in the diagnosis of 
There 


liver abscess is roentgenography. are 


two characteristic roentgenologic changes which, 
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Fig. 1. Anterior posterior roentgenogram of chest 
and diaphragm in amebic abscess of the liver. Note 
distinct bulging of right diaphragm with pointing up 


ward of the lower lung field. 











Fig. 2. 
and diaphragm in 
characteristic elevation of 
obliteration of 


chest 
Note 
diaphragm and 


Anterior posterior roentgenogram of 


abscess of the liver. 
right leaf of 


cardiophrenic 


amebic 
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Fig. 3. 


in amebiec abscess of the liver. 


Lateral roentgenogram of chest and diaphragm 
Note characteristic ele- 
vation of diaphragm and _ obliteration of 


costophrenic angle. 


anterior 


in the majority of cases, reveal the diagnosis. 
The first of these concerns the significant ele- 
vation and immobility, usually of the right leaf 
of the 
and Love! have emphasized the importance 


diaphragm. Pancoast!*, Dickinson!%, 
of this, particularly as regards fluoroscopy, and 
examination of the patient in the upright posi- 
tion when such is possible. The characteristic 
changes in the contour of the diaphragm in 
liver abscess alone and in that associated with 
subdiaphragmatic suppuration have been clearly 
distinguished by Granger!®. Almost pathog- 
nomonic of uncomplicated liver abscess is the 
distinct bulging of the diaphragm and pointing 
upward into the lower lung field; (Fig. 1) and 
although a gumma of the liver may produce the 
same picture, it occurs very rarely. Granger!® 
has demonstrated that in subphrenic abscess 
complicating a liver abscess there is an oblit- 
eration of the cardiophrenic angle in the an- 
terioposterior roentgenogram (Fig. 2) and ob- 
literation of the anterior costophrenic angle in 
the lateral view, (Fig. 3) and that in sub- 
phrenic abscesses due to other causes there is 


an obliteration of the costophrenic angle in the 
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anterioposterior view and an obliteration of the 
posterior costophrenic angle in the lateral ro- 
entgenogram. Pancoast!* has emphasized the 
diagnostic value of the lung reaction, which is 
frequently present and usually indicates an 
amebic infection. This is explained by the fact 
that the majority of abscesses occur on the con- 
vex surface of the liver in close contact witli 
That roentgen ray is of ines- 
timable value in the diagnosis of amebic hepa- 


the diaphragm. 


tic abscess is well exemplified in our own series 
reported elsewhere (1). The roentgen ray di- 
agnosis was positive in 50 (87.7 per cent) of 
57 cases in which this examination was made. 


Exploratory aspiration of the liver is an im- 
portant diagnostic procedure, and if “chocolate- 
sauce” pus is obtained, the diagnosis is defi- 
nitely established. That this “chocolate-sauce” 
pus is pathognomonic of amebic abscess of the 
liver has ben repeatedly corroborated by Con- 
stantini!®, Chen et al!®, and Manson-Bahr’. 
The site of aspiration would be inconsequential 
if it could be definitely known that the lesion 
is a non-secondarily infected liver abscess. 
However, since it is not possible to determine 
whether a liver abscess is not a pyogenic one, 
or if originally amebic, is not secondarily in- 
fected, it is much safer to assume that the ab- 
scess cavity contains pyogenic bacteria and the 
aspiration done in such a way that an unin- 
volved portion of the peritoneum or pleural 
cavity is not traversed by the aspirating needle. 
It is also imperative to perform the procedure 
in the operating room in order that strict sur- 
gical asepsis can be used; and if pyogenic or- 
ganisms are found in the aspirated material, an 
immediate open drainage can be done. Imme- 
diately following the procedure a smear should 
be made of the aspirated material, and if a 
large number of pyogenic organisms is found, 
Ludlow!‘ 
has emphasized the importance of not introduc- 


open drainage should be instituted. 


ing the aspirating needle more than three to 
four inches, because of the danger of injuring 
a large vessel. Occasionally it is necessary to 
attempt multiple punctures before pus is en- 
countered. Under circumstances it is 
important to remove the needle entirely before 


reintroducing it, thus obviating extensive in- 


these 
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jury to the liver which might result from chang- 
ing the direction of the needle at the original 
site. 

Undoubtedly the two most important fac- 
tors in the reduction of the mortality rate in 
amebic abscess of the liver have been: (1) the 
introduction of specific therapy, emetine, both 
(2) 
the general appreciation that amebic abscess of 


preoperatively and postoperatively; and 


the liver are sterile and that every precaution 
should be taken to prevent their contamination 
with pyogenic micro-organisms. That the ma- 
jority of amebic abscesses of the liver are 
sterile has been demonstrated by an analysis of 
a series of 386 collected and personal cases in 
which examination revealed sterile pus in 328 
(83.9 per cent). 
scesses remain sterile and secondary infection 


It is imperative that these ab- 


be avoided by open drainage, as in non-infected 
Even as early as 1907, 
Rogers® emphasized the importance of this and 
diminished his mortality rate from 56.8 per 
cent to 14.4 per cent by the administration of 


tuberculous abscesses. 


ipecac and the institution of closed drainage. 
The inestimable value of closed drainage is un- 
deniably demonstrated by the remarkably low 
mortality rate of 1.6 per cent reported by Chat- 
terji!S. Secondary infection invariably occurs 
following open drainage in spite of meticulous 
care being used to prevent contamination, and 
only by keeping the abscess cavity closed is 
there any possibility of maintaining the sterility 
Manson-Bahr et al!®, Thurs- 
ton*®, and Ludlow"! 


of its contents. 
have all stressed the ad- 
vantages of aspiration of the abscess com- 
bined with emetine therapy. In our opinion 
this has been conclusively demonstrated by the 
contrasting mortality rates in a large series of 
4,035 
collected cases including the 46 studied by us 


collected cases including our own. In 
in which open operation had been performed, 
there were 1,908 deaths, a mortality rate of 
47.2 per cent. In contrast to this, we have 
also collected 459 cases including 24 of our 
own treated by conservative measures; i. e., 
closed drainage and the administration of ame- 
bicides in which there were 32 deaths, a mor- 


tality rate of 6.9 per cent. (Fig. 4). 
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OPEN DRAINAGE CLOSED DRAINAGE 


Fig. 4. Graphic representation of mortality in open 
and closed drainage. In a series of 4,035 collected 
cases, including 46 studied by us in which open opera- 
tion had been done, there were 1,908 deaths, a mortality 
of 47.3 per cent. In a series studied by the authors in 
which open drainage was performed, the mortality was 
19.5 per cent. In contrast to this, the mortality in 
closed drainage in a series of 459 collected cases, in- 
cluding 24 studied by the authors, was 6.9 per cent. In 
the series studied by the authors in which closed drain- 
age was performed the mortality was 4.1 per cent. 

Unless there is apparent danger of rupture 
of the abscess, every case of suspected amebic 
abscess should be given the advantage of a 
course of emetine therapy before any other 
procedure is used. Frequently in small ab- 
scesses no other therapy will be necessary. 
However, in the majority of instances emetine 
alone is not sufficient, and some measures 
should be used to evacuate the abscess con- 
tents. Emetine in 1 grain doses should be 
given daily from two to four days before oper- 
ation, and after this preliminary emetine treat- 
ment aspiration of the liver should be done, 
preferably under local analgesia. Immediate- 
ly after aspiration of the pus from the: abscess 


an intramuscular injection of emetine should 
be given, because following the release of ten- 
sion within the abscess, according to Rogers® 
and Talbot?*, there occurs an exudation of 


lymph containing the injected emetine into the 
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This 
in grain doses daily until from 6 to 10 grains 
been that 
emetine administered over any given period 


abscess cavity. should be administered 


have given. Leake** has shown 
of time should not exceed 10 mg. per kilogram 


of body weight. Rinehart and Anderson*4, 
working in Leake’s laboratory, have empha- 
sized the importance of caution in the admin- 
istration of this drug, as it produces in the ex- 
perimental animal severe injury to the cardiac 
muscle. Leake? is of the opinion that where- 
as other amebicides, acetarsone, carbarsone, tre- 
parsol, chinofon, and vioform, are safer and 
more efficient in the treatment of intestinal 
amebiasis, they should not be utilized in amebic 
hepatitis and liver abscess, as they themselves 
are toxic to the liver. 

The technic and site of aspiration are depend- 
ent upon the clinical manifestations. The aspi- 
rating needle should be introduced directly over 
the mass in those instances in which there is 
some localizing sign, as pointing of the abscess. 
However, when any of these manifestations 
are absent, the aspirating needle should be in- 
troduced in such a way that the pleural and 
peritoneal cavities are not traversed. This can 
be achieved best by introducing the needle 
through the ninth intercostal space in the an- 
terior axillary line and directing it upward, 
medially, and backward. Occasionally an ab- 
scess can be entered by introducing the needle 
below the twelfth rib and extending it upward 
anteriorly. Because the contents are sometimes 
extremely viscid, it may be necessary to utilize 
a trocar in order to evacuate the abscess con- 
tents completely. 
cavity it is neither necessary nor desirable to 
introduce any substance into it, as it has been 
(8), Talbot (22), and 


Chatterji (26) that the use of irrigating solu- 


shown by Rogers 
tions and amebicides is of no value whatever. 
A smear of the abscess contents should be made 
immediately, and if a large number of pyogenic 
micro-organisms is found, open drainage of the 
abscess should be done because of the secondary 
infection present; otherwise, open drainage is 


definitely contra-indicated. 


After emptying the abscess’ 
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SUMMARY AND CONCLUSIONS 

1. Although authorities on amebiasis have 
known for a long time that the disease occurs 
ubiquitously, this well-established fact has only 
recently been generally appreciated. 

2. Amebic hepatitis and abscess occur in a 
large percentage of cases in which no antece- 
dent diarrhea had occurred. 

3. Persistent enlargement of the liver as- 
sociated with pyrexia and accompanied by pain 
and tenderness along the right costal margin in 
the presence of slight leukocytosis without con- 
comitant increases in polymorphonuclear leuko- 
cytes is highly suggestive of amebic hepatitis 
and abscess. 

4. Roentgenography is of inestimable value 
in the diagnosis of amebic abscess of the liver, 
and the aspiration of chocolate brown sauce 
pus from the liver is pathognomonic. 

5. In view of the fact that a large propor- 
tion of the are 
sterile, aspiration of the abscess contents com- 
bined with 


amebic abscesses of liver 
administration of 
emetine is undoubtedly the best method of 
treatment. The only indication for open drain- 


subcutaneous 


age is in those relatively few cases in which 
secondary infection has occurred. Aspiration 
should always be done in such a way that an 
uninvolved portion of the peritoneum or pleural 
cavity is not traversed by the aspirating needle. 

6. The contrasting mortality in open and 
closed drainage is graphically illustrated by 
Fig. 4. In a collected series of 4,035 cases, in- 
cluding 46 the authors have studied, treated by 
open drainage, the mortality rate was 47.2 per 
cent as contrasted with a series of 459 collected 
cases, including 24 of the authors’ own, treated 
by closed drainage, in which the mortality rate 
was 6.9 per cent. In the 46 cases studied by 
us in which open drainage was done a mortal- 
ity rate of 19.5 per cent was obtained, whereas 
in 24 cases in conservative treatment 
was used, there was a mortality rate of 4.1 per 
cent. 


which 
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DISCUSSION 
Dr. H. B. Gessner: Dr. DeBakey’s splendid 
paper has left very little for me to say, but I wish 
to emphasize some of the points brought out. 


First, regarding the incidence of amebiasis. A 
number of years ago, our friend Dr. Sistrunk 
working in the laboratory of the Mayo Clinic, 
made a number of examinations of stools and 
found amebiasis in patients from all over the coun- 
try. However we have a considerably larger than 
average incidence in this section, and I think all 
of us should be amebiasis-minded and abscess-of- 
the-liver-minded. 


Dr. DeBakey brought out an interesting point 
about right colon lesions being without symptoms 
of diarrhea which, of course, accounts for the 
number of cases who have abscess of the liver 
without diarrheal disturbance. In this connection, 
it seems to me to be important to insist on the 
careful teaching of methods of stool examination. 
In our hospitals a stool is sent to the laboratory 
and examined by an Interne who has a great deal 
of other work but is depended on to make an 
examination for ameba. It seems unwise to rely 
on examination for ameba unless made by some- 
one carefully trained over a long time. This or- 
ganism is not easily recognized, that is why so 
many cases are reported negative; the stools are 
not examined by those properly trained. 


In regard to aspiration, the warning is some- 
times given to beware of aspiration in the stage of 
acute hyperemia of the liver. In one case known 
to me a rather large needle was used and a 
hemorrhage resulted; the patient evenually died 
of this hemorrhage. So far as aspiration doing 
harm otherwise, I have never seen it happen. I 
have not known infection to take place following 
aspiration, either in the pleural or in the peritoneal 
cavity. 


Dr. DeBakey properly emphasizes the import- 
ance of making a precise diagnosis so that the 
case of purely amebic infection will be treated 
with aspiration and emetine, and not by open drain- 
age with its resultant pyogenic infection. We are 
warned against giving too much emetine. One of 
our colleagues gives one grain the first day, two 
the second, three the third, two the fourth and 
one the fifth, in all nine grains of emetine in five 
days, and on one of these days three grains are 
given. This is dangerous because of the effect 
of emetine on the myocardium. Three grains in 
one day are two much. In this connection, an- 
other colleague who had been in the Philippines 
tcld me of his experience. He had amebiasis and 
emetine was given. Previously, he had been a 
tennis player, but after he had the emetine, there 
was no more tennis for him. He became very 
easily winded; his myocardium had been impaired. 
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CHRONIC ABDOMINAL DISCOMFORT 
IN CHILDREN* 


JOHN SIGNORELLI, M. D.+ 
and 
HARRIS HOSEN, M. D.f 
NEw ORLEANS 


Among the more frequent problems that are 
brought to the physician who practices among 
children, none are more perplexing than that 
group of cases in children between the ages 
of three years and twelve years who complain 
of persistent abdominal discomfort or distinct 
pain without symptom-complex or physical 
findings sufficiently clear to indicate a defi- 
nite diagnosis. Our attention was for some 
time directed to this clinical picture by the per- 
sistence of the complaint without concomitant 
findings to permit a diagnosis, and more es- 
pecially by the fact that many of these condi- 
tions have been credited to pathology of the 
appendix and diagnosed as chronic disease of 
this organ, while others have been credited to 
pathology of the stomach proper or of the du- 
odenum, or of both, with diagnoses of gastri- 
tis or gastro-duodenitis. We, of course, recog- 
nize and admit the existence of such conditions, 
but we have been forced by clinical experiences 
to conclude that many of these cases represent 
neither gastro-duodenal nor appendiceal path- 
ology; we feel, in fact, that many such cases 
are submitted to surgery needlessly. 

In attempting to ascribe a direct or specific 
cause of these symptoms we feel that the fol- 
lowing possible conditions are the most logical 
to consider, namely: 

1. Mesenteric lymphadenitis. 

2. Chronic appendicitis. 

3. The action of a heterogeneous intestinal 
flora. 

Mesenteric lymphadenitis results from ab- 
sorption of foreign toxins or bacteria via the in- 
testinal tract. Formerly all enlargements of 
the mesenteric glands were regarded as tuber- 
culous but in 1922 Heusser, after detailed ex- 


*Read before the Orleans Parish Medical Society 
April 8, 1935. 

+From the Department of Pediatrics, Louisiana 
State University Medical Center and Charity His- 
pital Pediatric Services, New Orleans. 
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amination of 40 specimens obtained at operation 
concluded that the majority were non-tubercu- 
lous. Worley!! described three types of en- 
larged glands: 

1. Discrete, enlarged, inflamed succulent 
glands usually occurring in children, and, as a 
rule, clinically simulating acute appendicitis. 
This occurs not uncommonly in tonsillar infec- 
tions, as has been classically described by Bren- 
nemann?9, 


2. A mass of glands grouped around a case- 
ous gland or a small abscess, clinically simulat- 
ing acute appendicitis with abscess formation. 

3. Terminal or healed stage of lymphadeni- 
tis—a single or several hyperplastic or calcified 
glands lying in the mesentery. Symptoms from 
this type simulate those of a duodenal ulcer, a 
renal calculus or a chronic appendix. 

Irwin!’ states that this third type is often 
traced to a chronic appendix, abscess of the 
teeth, chronic tonsillitis, influenza and rheuma- 
tism, but this is all a matter of surmise. Symp- 
toms are usually vague and often result in 
useless operations upon the appendix and gall- 
bladder; in 375 cases going to surgery he found 
53 cases in which enlarged mesenteric glands 
represented the sole pathology. Generally, the 
symptoms caused by enlarged glands consist of 
vague abdominal discomfort, headaches, nau- 
sea and a feeling of malaise. Carson explains 
the abdominal symptoms of chronically en- 
larged mesenteric glands as being due to an ir- 
ritation of the mesenteric nerves producing en- 
terospasm. 


The presence of these glands depends upon 
absorption from the gastro-intestinal tract, 
while the bacterial content of the tract is prob- 
ably influenced by the so-called “gastric bar- 
rier,’ the efficiency of which appears to vary 
with changes in the concentration of the HCl 
of the stomach. Miller!* showed that the idea 
that germs perish in the stomach is erroneous; 
he isolated 25 different bacteria from the 
mouth, 8 of which he found in the stomach 
contents, and as a result of his numerous ex- 
periments concluded that all bacteria which are 
swallowed at the beginning of a meal may pass 
alive into the intestine while of such as are 
swallowed during the second and third hours 
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only those which are less sensitive to the ac- 
tion of acids retain their vitality and reach the 
intestine. C. H. Mayo (1913) reported that 
87 per cent of 2406 gastric content analyses in 
cases of “stomach complaint” showed bacteria. 
From the examination of the psychic secretion 
from a patient with gastric fistula Burget!* 
showed that when the acidity is normal rela- 
tively few bacteria survive, but when it is sub- 
normal a variety survive. Kope- 
loff15 found that in only one half of his analy- 


However, 


ses of stomach contents was there any correla- 
tion between high acidity and low bacterial 
numbers and vice versa, while Bartle and Har- 
kins,1® from observations on 200 patients, con- 
firmed the bactericidal action of gastric juice 
though they also concluded that many bacteria 
in food and Davis!7, 
realizing the prevalence of hemolytic strepto- 
cocci in the throat, showed by introducing 
hemolytic streptococci in large numbers into 


mucus remain alive. 


the stomach of rabbits, that only occasionally 
do these pass to the feces; normal gastric juice 
from man or rabbit kills this micro-organism 
Harkins (1924) de- 


monstrated that the greater the degree of free 


in two to five minutes. 


HCl the more germicidal is the effect on 
streptococci, B. coli and staphylococci, while B. 
acidophilus was killed in a medium of 90 per 
cent free acid in two hours. Experimenting 
with white rats, he also showed that B. anthra- 
cis and the bovine type of tubercle bacillus 
passed the “gastric barrier” and produced death 
of the animals. 

Davis!? emphasizes three factors influencing 
the effectiveness of the “gastric barrier’, 
namely : 

1. The number of organisms swallowed, this 
being influenced by the ameunt of saliva and 


the condition of cleanliness of the mouth and 


food. 
2. The concentration of the HCl in the 
stomach. 


3. The relative length of exposure to the 
gastric juice and the relative resistance of the 
individual organisms to acid. 

Arnold!§ discusses some of the conditions 
influencing the 


“gastric barrier”. Normally 


the reaction of the duodenum and upper jeju- 
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nem is slightly acid (Ph 5.2 to 6.5); this 
normal reaction depends on the acid material 
of the normal gastric secretion, and when the 
reaction to alkaline the 
ligate flora changes to a fecal type. 
thor bacteria into the stomach 
(empty) of a dog 12-18 hours after a meal and 
found that none reached the cecum. Bacteria 
introduced in an alkaline solution, however, 


changes usual ob- 
The au- 


introduced 


reached the cecum in large numbers over long 
periods in about the same concentration as 
the original suspension while those introduced 
in acid solutions reached the cecum in 
small numbers. 


very 


In our desire to work out these problems of 
diagnosis we undertook a series of case studies 
which we carried not only clinically and 
through the usual routine laboratory procedures, 
but went into detail from the standpoint of 
gastric analyses, because we felt that this phase 
of laboratory investigation in this type of 
cases had not in the past been carried to con- 
clusive ends. As in the case of most chronic 
disorders, much detail work is necessary in 
this type of cases and care must be exercised 
in the correct evaluation of each observation. 
Repeated analyses and careful comparison with 
the known normal are of prime importance. 
The normal acid content of the stomach is well 
described by Trumper and Canterow®; they 
state that the free HCl content of the residium 
normally ranges from 0 to 30 with an average 
of 18.5. Using the Ewald meal in young indi- 
viduals from 5 to 17 years of age, Wright! 
found the secretion about as in adults, while 
Klump and Neale’, in the examination of 80 
children found no case of anacidity. Sauer, 
Minck and Alexander® report that in 21 chil- 
dren with anorexia (ages 1-2/3 to 11 1/2 years) 
2 cases of anacidity were found, the average 
for the group being lower than in a series of 
12 controls having normal appetites. Hess* 
found anacidity in 1 of 52 infants examined 
1/2 to 18 hours after birth. Albu reported 31 
cases of achylia in children under 10 years of 
age. However, histamine was not used, and 
furthermore, the subjects were not really nor- 
mal as they were anemic, undernourished and 
of poor physique, and complained of weakness 
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and loss of appetite, evidently representing 
phases of malnutrition. 

The use of the test meal to determine the 
function of the gastric glands is likely to cause 
confusion as repeated tests on the same patient 
may give findings that vary from an anacidity 
to a hyperacidity. Beaumont® found that an- 
ger, fear, fever, ingestion of alcohol and irri- 
tating condiments all temporarily check gastric 
secretion. It has also been shown that the 
sight, smell and taste of food, provided the sub- 
ject has appetite, mechanical stimuli (distension 
of the stomach) and even suggestion under 
hynopsis’ may lead to increased secretion. Be- 
cause of these many and varied influences re- 
acting on gastric secretion it is obvious that one 
can definitely differentiate between true and 
false anacidity only by the use of a controlled 
stimulating agent. A review of the literature 
shows that the only series reported where his- 
tamine was used as a stimulant is a series of 
14 healthy children varying in ages from 4 to 
14 years; this was reported by Dietrick and 
Shelby® and shows that free acid was found in 
every case. 

In our laboratory investigations and studies 
of gastric acidity we utilized histamine as a 
stimulating factor to gastric secretion; free 
HCl was found in 23 cases, while 2 cases ex- 
hibited true anacidity. In our 2 cases hista- 
mine was given sub-cutaneously and aspiration 
of the stomach contents was made every 10 
minutes until free acid appeared; in 1 case free 
acid appeared in 30 minutes, amounting to 12 
and in 1 case it appeared in 60 minutes, amount- 
ing to 10. Because of these trivial amounts of 
acid we considered these 2 cases as of true an- 
acidity. 

From a practical standpoint true anacidity 
may be divided into two classes; first where 
on repeated tests no free acid is obtained even 
with the use of histamine; and second, where 
after the use of histamine there is only a slight 
output of free HCl. 
belong to this class. 


Our 2 cases of anacidity 
False anacidity, on the 
other hand, represents those cases which show 
no free acid with a test meal, but which respond 
with an abundant flow of acid under the in- 


fluence of histamine stimulation. Those cases 
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which show only a small amount of acid after 
the third or fourth ten-minute period follow- 
ing histamine stimulation are always to be re- 
garded as cases of true anacidity. Such cases 
are closely akin to those showing no free acid 
and both probably represent the same etiological 
factors. Therefore, in order to make a diag- 
nosis of true anacidity each case suspected must 
be verified by the stimulating effect of hista- 
mine. Trumper and Canterow®, and Bloom- 
field and Poland!® advocate histamine in the 
dosage of .01 mg. per kilogram of body weight. 
The latter investigators demonstrated in normal 
adults that after histamine stimulation the acid 
secretion of the stomach reached a maximum 
after the third ten-minute period, yielding a 
value of 80 to 90. Using the same amount of 
histamine Dietrich and Shelby® obtained about 
identical results in children. 

Our series was made up of 25 children be- 
tween the ages of 5 years and 12 years. They 
represented apparently healthy cases complain- 
ing of chronic abdominal discomfort or distinct 
pain as the outstanding symptom, with anorexia, 
constipation and lassitude as secondary in im- 
portance. Those cases with constipation, which 
might be the basic factor of the condition, were 
first relieved of the constipation by the use of 
mineral oil; no success, however, was obtained 
in relieving the main symptom, namely, ab- 
dominal discomfort or pain. Our clinical and 
laboratory findings are summarized in the fol- 
lowing charts: 


The data at hand led us to feel that these 
cases represent the results of mesenteric gland 
pathology or the symbiotic action of bacteria 
forming a _ heterogeneous intestinal flora. 
Therefore, theorizing along this line of thought, 
we undertook to apply empirically a proce- 
dure which increase the HCl of the 
stomach, hoping thus to strengthen the effi- 
ciency of the “gastric barrier” which exercises 
so considerable an influence over the formation 
of enlarged mesenteric glands, and the creation 
of a symbiosis of the organisms forming the 
intestinal flora. It appears reasonable that the 
addition of HCl even to the normal stomach 
would hinder or entirely stop bacterial activity 


would 





No. of Average 
Cases Age 
25 8 yrs. 


SIGNORELLI—Hosen—Abdominal Discomfort 





Symptoms 


Physical Development Chr. Abdom. Vomiting Head- 
Normal Subnormal Discomfort and Nausea Aches 


22 3 25 8 9 


Gastric Analyses 


Average 
Duration 
Ano- of 
rexia Illness 
8 21/2 yrs. 


Variations of Free Acid 


10 to 40 


Wassermann 


All negative 





Free Acid Anacidity 
23 2 
Other Laboratory Findings 
Average RBC Urinalyses Stool Examination 
4,300,000 No abnor- 1 slight Hookworm 
malities. 1 trichocephalus 





in these regions and overcome the symptom- 
complex. 

Accordingly, despite the presence of normal 
acid values in the majority of the cases in our 
series, dilute HCl was prescribed in doses 
varying from 25 to 40 drops three times daily, 
to be taken diluted with water with each meal. 
Marked improvement with relief of all symp- 
toms except anorexia in 4 of the 25 cases oc- 
curred with the adoption of this procedure. 
After one to two months of such treatment the 
acid was stopped, with no remissions of the 
symptoms. Many of the the cases have now 
been free of medication for as long as 9 
months without a recurrence of symptoms. 


SUMMARY 


1. Our observations indicate that there are 
many cases of abdominal discomfort or dis- 
tinct pain in children in whom neither the path- 
ology nor the therapy is surgical. 

2. Such cases are due to mesenteric lymph- 
adenopathy, the origin of which is the result 
of an abnormal heterogeneous intestinal flora. 

3. The administration of dilute HCl re- 
duces the number of bacteria that will pass the 
“gastric barrier” and thus prevents the devel- 
opment of an abnormal symbiosis with its re- 
sultant reaction on the part of the mesenteric 
glands. 

4. While this treatment is somewhat em- 
pirical, the uniform beneficial results appeal to 





us as being worthy of further study and appli- 
cation, and it is with this thought foremost that 
this contribution is offered. 
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DISCUSSION 


Dr. L. R. DeBuys: Two days ago Dr. Signorelli 
asked me to discuss this paper so that I have not 
had much time to go deeply into the subject. 
There is, however, much to be said upon chronic 
abdominal discomfort in children. I wish to com- 
pliment him on his presentation. Of course, one 





no 


til 
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can readily appreciate that so vast a subject can- 
not be gone into very extensively in so short a 
time as is alloted either in the ‘presentation or 
tre discussion at one of these meetings. 


Etiologically the factors contributing to abdo- 
minal pain may first be divided into the acute 
causes and the chronic causes. These may be 
divided further into those contained within the 


abdomen and those that are remote. 


Of the remote causes may be mentioned: (a) 
systemic disturbances, such as tetany, spasmophi- 
lia, etc; (b) constitutional diseases, as for exam- 
pie syphilis; (c) central nervous causes, such as 
brain tumor, meningitis, etc; (d) the intoxications 
and poisonings; as for 


and (e) inflammations, 


example pneumonia, and so on. 


All of these conditions cause abdominal pain by 
This is 
s» with brain tumor, tetany, intoxications, and so 


producing something within the abdomen. 


on, where gastric or intestinal spasm causes the 


pain. In pneumonia it is a reflex pain either 
diaphragmatic because the pneumonia associated 
with the abdominal pain is usually a basal one, or 
the abdominal pain may be of sympathetic origin 


and due to distension. 


The causes within the abdomen which may cause 
abdominal pain may be divided into three groups: 
(a) those within the lumen of the stomach and 
bowel, as for example indigestion, alterations in 
secretions, etc; (b) those conditions in the walls 
cf the stomach and bowel, as for example inflam- 
matory conditions and ulcerations, and this would 
and (c) 


outside of the gastro-intestinal tract, which would 


include appendicitis; those conditions 
include the liver, gall bladder and spleen, besides 
the mesenteric glands and tumors and also those 
conditions arising from disturbances of the pelvic 


organs. 


Dr. Signorelli has so thoroughly covered his sub- 
ject that I have nothing further to add. 


I do believe, however, that usually there is not 


sufficient investigation into the gastric function 
by gastric analysis in children and in infants. By 
not overlooking this method of diagnostic pro- 
cedure undoubtedly many diagnoses may be made 
which otherwise would have been obscure and an 


unnecessary surgical “look in” avoided. 
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A DISCUSSION OF THE ETIOLOGY 
AND SIGNIFICANCE OF 
MYDRIASIS* 


L. C. DAVIS, M. D. 
GREENVILLE, MIss. 


Before entering into a discussion of the vari- 
ous causes of mydriasis, I think it not untimely 
to say that mydriasis is brought about in two 
ways, (1) by stimulation of the cervical sym- 
pathetic nerves which supply the radial fibres 
of the iris; (2) by paralysis of the oculo-motor 
nerves which supply the circular or constrictor 
fibres of the iris. The one may be called spas- 
tic mydriasis, the other paralytic mydriasis. 
Either type may be produced artificially by the 
use of drugs. Cocaine, for instance, produces 
spastic mydriasis and atropine produces para- 
lytic mydriasis. Of course, there are several 
other drugs belonging to each class, spastic or 
paralytic, that will bring about mydriasis. 

Dilatation of one or both pupils may be of 
small moment or of dire significance, depending 
upon the etiology. 

Because of the fact that the cervical sym- 
pathetic nerves and the oculo-motor nerves are 
not limited to the eye proper but have a rather 
wide distribution, I find it difficult at times to 
give a correct diagnosis of mydriasis. That it 
is necessary to, at least, give a reasonable diag- 
nosis in a reasonable period of time becomes 
manifest when a person of little or no poise or 
an anxious mother brings one of her children 
to you having this condition. Too, it has its 
medico-legal aspect—particularly when injuries 
to the head or eye proper are the points at is- 
sue. Again, the unilateral dilatation of the pu- 
pil is of value in locating an intracranial lesion 
due to pathology or trauma. 


CAUSES 

One notices a dilatation of the pupils witi 
reduction of light, during fright or other strong 
emotion, in myopic individuals and very often 
in hysteria. These are of but little import and 
the ophthalmologist is seldom ever consulted be- 


*Read before the Section on Eye, Ear, Nose and 
Throat at the Sixty-eighth Annual Session of the 
Mississippi State Medical Association, Biloxi, May 
15, 1935. 
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cause of them. We are frequently consulted 
by individuals having dilated pupils due to the 
introduction of atropine into the conjunctival 
sac. This often occurs when the patient bor- 
rows a medicine dropper from a friend who 
has been using atropine solution, there being 
enough atropine adhering to the dropper to 
to cause mydriasis. Too, one can get enough 
atropine in some hair tonic to cause mydriasis 
either by getting some of the tonic in the cor- 
junctival sac or by absorption through the scalp 
following a brisk shampoo. Of course, any 
preparation of belladonna taken in sufficiently 
large doses will bring about the condition. 

’atton! reports two cases of unilateral dila- 
tation of the pupil due to the accidental en- 
trance of a Jimson weed seed into the conjunc- 
tival sac. 

We frequently see mydriasis in lesions of the 
central nervous system and most frequently in 
tabes and progressive paralysis. 

The toxic principle of putrefaction of meat, 
fish, etc., is another cause. 

Post-diphtheritic paralysis is given as anoth- 
er cause of mydriasis but is not so frequently 
seen, since the use of diphtheria antitoxin be- 
gan. 


Contusion to the eyeball sufficiently great to 
paralyze the sphincter iris is another cause. 

The toxic principle arising in paranasal sinus- 
itis, abscessed teeth and purulent tonsils are 
other causes. 

In the Mississippi Delta we often see my- 
driasis due to quinine amblyopia. Of course, 
this occurs anywhere that quinine is given in 
large doses. 

Of course, all of you are familiar with my- 
driasis the result of glaucoma. 

Goitre through its stimulating effect upon 
the cervical sympathetic nerves should be men- 
tioned. Incidentally, any other new growth 
along the distribution of the cervical symp2- 
thetic nerves will produce mydriasis if the new 
growth makes sufficient pressure on the nerve 
endings. 

Tennett* reports a case of unilateral dilata- 
tion of the pupil caused by a small piece of 
steel which had entered the eyeball and become 
embedded in the iris. Usually a foreign body 


For this rea- 
son and because he could elicit no history of 
an injury to the eye he had the patient under 


in the eyeball causes a myosis. 


observation a few months before making the 
diagnosis. 

He stated that the nasal accessory sinuses 
were healthy, Wassermann test was negative, 
there was no change in the field of vision in 
either eye and tension of each eye was normal. 

At the end of three or four months he no- 
ticed a yellowish-brown appearance of the iris 
of the affected eye while the iris of the other 
eye was a bright blue color. With a slit lamp 
he could see minute brownish-red granules scat- 
tered over the surface of the anterior capsule 
of the lens. These particles were invisible to 
ophthalmoscopic examination. Roentgenogram 
revealed a foreign body in the interior eyebai!, 
well forward. Being unable to remove it with 
a magnet, a small corneal incision was made 
and iridectomy done at the point of the foreign 
body. 

His explanation of mydriasis instead of the 
usual myosis is this: “The dilatation must have 
been due either to a selective chemical actiou 
of the metal upon the endings of the cervical 
sympathetic nerve or the dilator muscle fibres 
in the iris, or to a mechanical irritation caused 
by the foreign body on these structures. Prob- 
ably the latter is the true explanation; the di- 
lator fibres are situated immediately anterior 
to the two pigmented layers, and it would ap- 
pear as if the foreign body, as well as dislodg- 
ing some of the pigment, would irritate these 
muscle fibres, and cause a dilatation of the pu- 
pil.” 

Morgan® reports a case of dilatation of a pt- 
pil on one side followed in one month by dila- 
tation of the other pupil with accommodation 
below normal. The blood and spinal fluid 
Wassermann tests were negative, vision always 
full, and the fundi and visual fields were nor- 
mal. He thinks the etiologic factor in this 
case to be possibly a “forme fruste” of enceph- 
alitis lethargica. 

Symond? reports three or four cases similar 
to that of Morgan and said that one of the 
cases proved to be an undoubted attack of en- 


cephalitis lethargica a few weeks later. How- 
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ever, none of the other cases showed any post- 
encephalitic sequelae of the usual type, which 
is an argument against admitting this pathology. 

Rand® in writing of the unilateral dilatation 
of a pupil the result of head injuries says: “Re- 
gardless of the side of the head injured, even 
though the fracture can be demonstrated by x- 
ray, the haemorrhage is on the same side as 
that of the first pupil to become dilated and 
fixed.” He reports seven cases to sustain his 
contention all of which were proved by opera- 
tion or at autopsy. 

Hollman and Scott® agree with Rand and re- 
port six cases, five of which were proved eith- 
er by operation or at autopsy, the sixth case 
having died before any operative measures 
could be resorted to and did not come to au- 
topsy. 

All three of them interdict the use of a my- 
driatic in head injuries on account of its cover- 
ing up a unilateral dilatation of the pupil, and 
they decry the use of morphine on account of 
its myotic effect and, too, because of its con- 
cealing signs of oncoming stupor. 

Hollman and Scott call attention to the fact 
that a unilateral mydriasis is often of a tran- 
sitory character in head injuries which demands 
accurate and oft repeated observations from 
the moment of injury. 
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DISCUSSION 


Dr. W. A. Stevens, (Gulfport): Dr. Davis has 
covered the subjects well and I shall merely add a 
few personal observations. 

Complete mydriasis and cycloplegia have nearly 
always, in my experience, been due to drugs. Some 
had used another’s medicine for conjunctivitis, and 
this medicine contained -atropine. One case claim2d 
to have used only a patent eye water, but on stop- 
ping this the mydriasis cleared up. One case was 
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working in a wholesale house and had been handl- 
ing a shipment of belladonna leaves. 

I remember one case of mydriasis and cyclop- 
legia that seemed to have been caused by eating 
tainted meat. 

Mydriasis, of course, is found in complete blind- 
ness due to cessation of the stimulus to contrac- 
tion of the sphincter iridis. 


Unequal pupils are found not only in certain dis- 
eases and in injuries of the eye and head, but 
sometimes in anisometropia, and sometimes with 
no apparent cause. I saw one case who attrib- 
uted the condition to the use of a mydriatic in an 
eye examination. Obviously it is advisable to no- 
tice and mention mydriasis in one or both eyes be- 
fore instilling a mydriatic. 





A COMMENT ON FOREIGN BODIES IN 
THE FOOD AND AIR PASSAGES* 


ROBIN HARRIS, M. D. 
JACKSON, MIss. 


Preliminary Preparation.—Contrary to the 
general opinion, there is a certain amount of 
preparation necessary for doing foreign body 
work. Every patient, old and young, should 


have no food for five hours and no water 


for two hours before peroral endoscopy 


is attempted. A very careful roentgen ray and 
by an internist should 
While asepsis of the field is 
impossible, the mouth and teeth should always 
be cleansed thoroughly and all artificial dental 
work removed. As a rule, the relatives of the 


patient cannot understand why any preparation 


general examination 


always be made. 


is necessary, and often are at a loss to know 
why one asks for a roentgenogram and a general 
physical examination. Even in non-radiopaque 
foreign bodies, such as a watermelon seed, a 
bean, or a grain of corn, the radiologist may, 
and often does, give the endoscopist valuable 
information as to the side on which the foreign 
body may be found: and the general examiner 
may also give valuable aid by making compari- 
sons of the right and left sides of the chest. 
In the esophageal cases, it is most necessary to 
get rid of all possible content by regurgitation, 


*Read before the Section on Eye, Ear, Nose and 
Throat at the Sixty-Eighth Annual Session of the 
Mississippi State Medical Association, Biloxi, May 
15, 1935. 
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especially if the patient is to be given an anes- 
thetic, since in that case food particles lodged 
above the foreign body might be partially re- 
gurgitated during the anesthesia and sucked 
back into the larynx or trachea. 

Post-O perative Care.—Just as important as 
the preliminary preparation also, is the post op- 
erative care. All patients, old and young should 
remain in the hospital for twenty-four hours 
or longer because of the possibility of laryn- 
geal reaction. In young children, especially in 
cases of bronchitis from inspirated kernels of 
nuts, beans, peas, watermelon seeds, fruit pits, 
and worst of all, peanuts, there is usually, as 
a part of the diffuse laryngotracheobronchitis, 
a swelling of the This 
causes croupiness and in a child under two 
years of age the swelling is often so great as 
to require tracheotomy for obstructive laryn- 
geal dyspnea. 


subglottic tissues. 


For this reason very young 
children should always be kept in bed in the 
hospital under observation for two or three 
days, or longer if necessary, and it is not in- 
frequently necessary following bronchoscopy. 
The fact that people often bring a child with 
a foreign body in the trachea or bronchus to 
the. hospital expecting to have the necessary 
work done and return home in a few hours 
makes it extremely difficult for the doctor 
into whose hands the patient falls, and long ex- 
planation is always necessary. Then the people 
are still usually dissatisfied. At best broncho- 
scopy and allied procedure is the most delicate 
work and requires the most detailed care that 
the otolaryngologist has to contend with. 


CASE REPORTS 
Case 1. M. W., aged 2 years, with a history of 
cough and croupiness which began thirteen days 
prior to admission to the hospital. The mother was 
suspicious that this baby had swallowed a safety 
pin and after roentgen ray examination showed a 
closed safety pin in the trachea, it was decided by 
the parents that the pin had been present for thir- 
teen days. There was a marked bronchitis present. 
With no anesthesia, the safety pin was easily vis- 
ible through a small Jackson laryngoscope. The 
glottis was much swollen and very small. The 
upper end of the pin was grasped with a small for- 
ceps and removed without the introduction of a 
bronchoscope. There was no trauma except that 
caused by dragging the closed rather large safety 
pin through the glottis. However, the afternoon 
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of the same day the little patient became so dys- 
pneic that a tracheotomy had to be hurriedly 
done. The following day the temperature went to 
101.5°F., gradually it came down to normal on the 
fifth day. At this time the chest was perfectly 
clear. The tracheotomy tube was removed on the 
seventh day and the breathing through the larynx 
from this time on was good. The condition was 
so good the parents were told on the seventh day 
that the child could go home on the following 
day, but the temperature rose to 101°F., rapid 
hacking cough began and death occurred during 
the night. Autopsy could not be obtained and 
while there were no physical signs of this disease, 
it was assumed that pneumonia was the cause of 
death. 


Case 2. E. B., aged 2 years, while eating water- 
melon a few hours prior to his admission, coughed 
and became dyspneic; afterwards there were sev- 
eral attacks of croupy cough. A 3.5 m.m. Jackson 
bronschoscope was introduced through a small 
laryngoscope and the watermelon seed was seen at 
the entrance to the right bronchus. It was grasped 
with a very small foreign body forceps and re- 
moved without anesthesia. There was no reaction, 
no rise of temperature and the patient was dis- 
charged after twenty-four hours. Four years later 
this little patient, now aged 6 years, gave her 
mother and father a history of having swallowed a 
watermelon seed four days before, since which 
time she had had attacks of dyspnea and the breath- 
ing was much worse at night. On this occasion 4 
watermelon seed was removed from the right 
main bronchus. 


Case 3. M. H., aged 5 years, had attacks of dysp- 
nea and coughing at intervals of a few minutes and 
told her parents that she had swallowed a safety 
pin. Roentgen ray examination showed a, safety 
pin, several times curled on itself, at the entrance 
to the oesophagus. Under ether anesthesia the 
larynx was lifted forward with a laryngoscope and 
the pin quickly grasped and removed. There was no 
laryngeal reaction and the patient went home after 
twenty-four hours. 


Case 4. B. R., aged 3 years, while eating water- 
melon thirty-six hours before admission to the hos- 
pital strangled and turned blue in the face. Since 
that time he had had several attacks of coughing 
accompanied by dyspnea. The foreign body could be 
heard to move with a slight cough. With no an- 
aesthesia the foreign body was seen through a 3.5 
m.m. bronchoscope at the entrance to the right 
bronchus. It was grasped with a small forceps 
and removed with no difficulty. No reaction was 
expected but during the night dyspnea became 
so marked it was advisable to do a tracheotomy. 
The following day the temperature was 99.6°F., 
and the pulse rate 90. After four days the tracheo- 
tomy tube was removed and the child allowed to 
return home after one week. The trachea wound 
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was healed and there was no difficulty in breath- 
ing. 

Case 5. M. M., aged 7 months; difficult breath- 
ing and cough with some rattling in the chest 
began two days before entering the hospital, while 
the mofher was feeding the baby peanuts. The 
mother was sure the child had inspirated a piece 
of peanut hull. Roentgen ray examination revealed 
an area of increased density about the lower right 
bronchus and examination by an internist indi- 
cated that there was some bronchitis in this area. 
A 3.5 m.m. bronchoscope was introduced through 
a small Jackson laryngoscope and the foreign body 
located in the right main bronchus. It was re- 
moved with no difficulty and a second search was 
made without removing the scope to see if any of 
the peanut kernel was present, but none was found. 
The 3.5 m.m. bronchoscope was introduced through 
the glottis with some difficulty and of course some 
swelling was expected. A tracheotomy was ne- 
cessary about twelve hours later and the tube could 
not be removed without dyspnea resulting until 
the eighth day. The breathing then was some- 
what difficult but did not necessitate ‘reintroduc- 
tion of the tracheotomy tube. The patient was 


discharged in good condition on the _ thirteenth 
day. 
Case 6. J. S., aged 3 years, gave a history of dif- 


ficulty in swallowing which began while eating fish 
about twenty-four hours before entering the hospi- 
tal. Under ether anesthesia a fish bone was found 
sticking in the upper right posterior wall of the 
larynx. The foreign body was easily removed 
through a small Jackson laryngoscope. There was 
no trauma as only the epiglottis was touched with 
the instrument, so the child was allowed to go 
home as soon as he awakened. 

Case 7. J. A., a fat, healthy sixteen months old 
boy was admitted to the Mississippi Baptist Hos- 
pital, Oct. 14, 1929. The mother was sure that the 
baby had choked on a dime with which he was 
playing. There was no vomiting and no dyspnea. 
Roentgenogram showed a large coin in the upper 
portion of the esophagus. The coin appeared to 
be about the size of a twenty-five cent piece, but 
though the patients name was Abraham it hardly 
seemed that the interest could accumulate so ra- 
pidly, still we were sure it was not a dime. Under 
ether anesthesia the esophagoscope was passed 
gently and easily into the stomach and no foreign 
body located. A post-operative roentgenogram, made 
immediately afterwards revealed a foreign body in 
the stomach. Explanation of this is that the ether 
anesthesia relaxed the muscles and the coin was 
swallowed during the anesthesia. Two days later 
a nickel was passed and the boy is still held ac- 
countable for the nickel spent. 

Case 8. R. S., aged 6 years, history of hoarse- 
ness of one week’s ‘standing which began while 
drinking juice from a watermelon. Auscultation in- 
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dicated that there were diminished breath sounds on 
the right side. Under ether anesthesia a 4 m.m. 
Jackson bronchoscope was passed and the foreign 
body noted just within the right main bronchus. 
The foreign body, a watermelon seed, was grasped 
with an ordinary small forceps and removed with- 
out difficulty. The whole operation required less 
than four minutes. The patient was hoarse but had 
no difficulty in breathing. He was allowed to leave 
the hospital on the third day and made an un- 
eventful recovery. 

Case 9. L. H., aged 34 years, history of having 
swallowed a piece of pork chop bone forty-eight 
hours previously and had been unable to swallow 
since then. The teeth were very poor, many of them 
broken, all of them carious. Under ether anes- 
thesia several pieces of bone were removed from 
the first constricted area of the esophagus. While 
removing one rather large piece of bone with meat 
attaehed, the forceps lost the foreign body at the 
top of the larynx just as the patient inspired. The 
piece was too large to go between the vocal cords 
but fitted snugly on top of the larynx so that no 
air could enter. While changing from the eso- 
phagoscope to the laryngoscope the patient became 
very cyanotic and a tracheotomy set was rolled 
up on a Mayo stand ready for use. However, the 
foreign body was easily removed as viewed 
through the laryngoscope and no further difficul- 
ties were encountered. A bougie was then passed 
into the stomach to see that there were no pieces 
lower down. From that time on the patient swal- 
lowed normally, had no more pain and his recov- 
ery was rapid and uneventful. He has since had 
all his teeth extracted and artificial teeth made in 
order that no such accident will happen again. 

On one occasion a child was brought from Utica 
to my office. A tracheotomy was done immediate- 
ly upon arrival as the child was at the time I 
saw her first, dead. A half of a large pecan 
kernel was removed from the trachea, but the child 
died of pneumonia a few days later. 

On another 


occasion I saw a very young child 


that strangled while playing with a cracklin. 
This occurred late in the afternoon. The next 


morning a piece of cracklin was removed from the 
trachea but in twenty-four 
dead of a rapid pneumonia. 


hours the child was 

I once heard the late Dr. Lynch say that peanut 
kernel was probably the most toxic foreign body he 
had met with. I would place first hog cracklin as 
the most toxic and second, pecan kernel. 

Dr. H. F. Garrison once asked me to see a very 
young nursing infant. The mother of this child 
gave a very positive history of this baby, while 
playing with a blade of grass in its mouth sud- 
denly choking, coughing and becoming very dysp- 
neic. A very careful bronchoscopic exploration 
revealed nothing except a bulging into the right 
main bronchus from above. Past this bulging, 
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visibility was good and no foreign body was found. 
Temperature went higher, the child became sicker 
and in a week was dead. At autopsy very definite 
pathology was found. 


DISCUSSION 


Dr. D. C. Montgomery (Greenville): I am par- 
ticularly interested in foreign bodies of vegetable 
origin because of the severe reaction they cause 
and because of the serious complications invariably 
associated with them; also because they usually 


are found in very young children. 


One of the most interesting phases in the study 
of foreign bodies in the air passages is the reac- 
tion of the tissues to the type of foreign body 


present. Iron, steel, brass, silver and gold seem 
to be very slightly irritating to the mucosa and 
reaction to their presence is very slow. Jackson 
reports many cases of foreign bodies of this type 
in the bronchi from a few months up to twenty- 
six years duration. These cases eventually de- 
velop stenosis of the bronchus, scar and granula- 
finally abscess formation and the 


tion tissue, 


clinical picture of tuberculosis. 


On the other hand vegetable substances produce 
a violent reaction within a period of a few hours— 
high 
fever, toxemia, sysnosis, dyspnea and paroxysmal 


consisting of a severe’ tracheo-bronchitis, 


cough. Pneumonia comes on early and abscess 
much faster than in the metallic body cases. The 


younger the child the more severe the reaction. 


About fifteen years ago Jackson made the state- 
ment that peanut kernels were the most danger- 
ous of all organic foreign bodies, and set up the 
most prompt and violent reaction. He reported 
three cases that died within two weeks following 


refusal to permit bronchoscopic removal. 


I wish to mention five cases of peanut in the 
bronchi, and one of pecan kernel. Five were in 
the right bronchus and one in the left confirming 
the well known fact that the right bronchus is 
usually the one in which the great percentage of 


foreign bodies fall into. 


All these children were two years and under 
ranging in age from thirteen months to twenty- 


four months. One case had retained the peanut in 


its bronchus for four weeks and one for five weeks. 
Both showed a severe reaction, a large amount 
of accumulated pus in the bronchus and one a pneu- 


monitis. All recovered fully. 


Pyloric Stenosis 


CONGENITAL HYPERTROPHIC 
PYLORIC STENOSIS* 
ROBERT A. STRONG, M. D.7 


NEW ORLEANS 


Whenever the literature on any subject is 
reviewed, it invariably becomes evident that 
there is complete justification for the proverb 
nil novi sub soli. There is no exception in this 
instance, because notwithstanding the fact that 
it has been only in recent years that we have 
been able to reduce the mortality from con- 
genital hypertrophic pyloric stenosis, there is 
evidence that it was apparently recognized as 
early as 1627. 

In the early part of the present century, 
when interest was beginning to be awakened 
in discovering ways and means by which this 
condition could be relieved, Osler! discovered 
an article by Hezekiah Beardsley*, of New 
Haven, Connecticut, which written in 
1788. For many years this was considered to 
be the first case on record, and it may still be 
regarded as the most accurate description of 
hypertrophic pyloric stenosis in ancient liter- 
ature. The most perfect account of Beardsley’s 
case appears in ‘Pediatrics of the Past,” which 
was compiled and written by my dear friend 
John Ruhrah,* who has just passed on after a 
life spent in the interest of the welfare of the 
child and in the development of Pediatrics. 
Beardsley’s account concerns 


“ 


was 


. a child of Mr. Joel Grannis, a 
respectable farmer in the town of Southington, 
who, in the first week of infancy, was attacked 
with a puking, or ejection of the milk, and of 
every other substance it received into its stomach 
almost instantaneously, and very little changed. 
The feces were in small quantity and of an ash 
color, which continued with little variation till its 
death . .. He died at the age of about 5 years.* 
An account of the necropsy contains the follow- 
ing:—The esophagus was found greatly distended 

from one end to the other of this tube, be- 
tween the circular fibres which compose the mid- 
dle coat were vesicles, some of which contained 








*Read before the Louisiana State Medical So- 
ciety, New Orleans, Louisiana, May 1, 1935. 

+From the Department of Pediatrics, School of 
Medicine, Tulane University 


of Louisiana, New 


Orleans, Louisiana. 
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a table-spoonful of a thin fluid like water, and 
seemed capable of holding much more. I next 
examined the stomach which was unusually large 

. it contained about a wine pint of fluid exact- 
ly resembling that found in the vesicles . .. The 
pylorus was invested with a hard compact sub- 
stance, or schirrosity, which so completely ob- 
structed the passage into the duodenum, 
admit with the greatest difficulty the 
ee nsec 

*Footnote:. It seems extraordinary that this 
child should have lived from the first week of 
infancy, which is the time Beardsley states he 
first saw the case, until it was five years old. 
I have, however, given the account just as I found 
it. 

During the past twenty years, however, three 


as to 
finest 


isolated and earlier examples of this condition 
John Foote,# who was 


also influential in the development of Pediatrics 


have been discovered. 


in this country, called attention to a case des- 
Still® 
recorded by Christopher 
Weber,’ in 1758, and Caulfield’ found a case 
described by Blair,® in 1717. 


cribed by Armstrong,” in 1777. Then 


discovered a_ case 


Blair’s case (1717) was a male infant, who 

at 
“a month old was seized with a violent 

vomiting and a stoppage of urine and stool. Some 
time after both these became regular, but the 
vomiting still continued. He died at 5 months, 
very emaciated and weighing no more than 5 
pounds. Post-mortem ‘the ventriculus was more 
like to an intestine than a stomach, its length 
being 5 inches and its breadth being one inch... 
The pylorus and almost half the duodenum were 
cartilaginous and something inclined to an ossifi- 
cation.’ ” 

Weber’s case (1758) was a female, newly 
born infant. 

a4 sucked milk without difficulty, 

but soon after she had filled her stomach with this 
infant nourishment she returned it by vomiting. 
She died on the sixth day. Post mortem ‘the 
pylorus was hard to touch like cartilage, and con- 
tracted. On incision its substance was seen, to be 
thick, and the tightness of its contraction made 
the lumen smaller. ’ ” 

Armstrong’s case (1777) was an infant, sex 
not stated, 


“ 


suffering from ‘watery gripes,’ 
which died at about 3 weeks old. Post mortem ‘I 
found most of the stomach... in the same tender 
state, but towards the pylorus the structure was 
firm enough as likewise that of the intestine... 
the stomach was quite distended with curdled milk 


and victuals . .. but the whole intestines were re- 
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markably empty 
had been chiefly 
pylorus.’ ” 


if the disease 
spasm in -the 


it looked as 
owing to a 


Without doubt, when a new condition has 
been described, fresh examples always follow. 
As Brennemann has suggested, when a clinician 
sees a rare case he commonly becomes inter- 
ested in finding other cases, and is soon re- 
warded in his search. Apparently this did not 
were other 
recorded in the eighteenth century. This is 
indeed strange, because in reviewing the work 
of Armstrong, John Foote found that in the 
1777 edition of his book, four cases, three of 
which were in one family, were reported fol- 
lowing the first case reported in 1767. 


occur, because there few cases 


In dis- 
cussing these cases, Armstrong’s remark that 
“perhaps cases of this kind are more frequent 
than is commonly supposed” proves that he 
knew about what he was talking. 
find, 


occurs in the literature for nearly one hundred 


Anyway, as 
far as I can nothing of consequence 
years, until Hirschsprung'® presented two cases 
in 1888. 

Still more recently, however, Kellett,’! of 
the University of Durham, College of Medicine, 
in Newcastle-on-Tyne, has just discovered a 
case reported as early as 1627. This case was 
the result of an observation made by Fabricius 
Hildanus.'* It seems that Hildanus was born 
in 1560, and died in 1634, “full of honors and 
He 
Geneva, 


greatly beloved by all who knew him.” 


practiced medicine in Cologne, in 


Lausanne, and Berne. Dezeimeris,!* who gives 
a list of all the chapter headings of his con- 
cilia, regarded him as the restorer of German 
surgery, and his works as being even then a 
“fecund source of instruction.” They were 
translated into French in 1669, and his collect- 
ed works went through at least four editions. 
It was in these works that a case was recorded 
under the heading of “Observatio singularis de 
obstructone pylori.” It concerns a small wasted 
child, six months old, referred to as the eldest 
son of Henry Ortho, Esq. From this obser- 
vation it is apparent that the custom of count- 
ing chickens before they were hatched prevailed 
even at this early date. It is equally interest- 
ing to note that this early clinician attributed 
the obstruction of the pylorus to the fact that 
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the nurse or mother had for several days cram- 
med 


a thick and_ viscid pultaceous 


” 


feed... 
into the esophagus of this baby. He recorded 
that 

“its innate heat had proved unequal 
to the task of digesting this pap sufficiently 
for it to admit of being passed on to the in- 
testine at the right time.” 

It was his belief that 

“the pap became packed in the stom- 
ach to such an extent that the pylorus became 
obstructed so that all the child swallowed he 
vomited up again and nothing passed through 
his bowel. Owing to this, the little child be- 
came so weak that those in attendance consid- 
ered him to be at any moment on the point of 
giving up the ghost. It was at this juncutre 
that I was called in, and by the divine grace 
had the good fortune to cure the child.” 

[t is next particularly interesting to note the 
detailed description of just how “our people 
prepare the pap and how they cram it into our 
children.” 

“They boil very pure farina of 
wheat or of spelt together with whole milk in 
a vessel until it goes into a thick and viscid 
pap; and in this as a rule they also mix some 
butter. Then the nurse or mother places the 
child supine on its back and with her right in- 
dex finger takes up some of the pap and 
thrusts it into the mouth of the child; frequent- 
ly, particularly when the child resists her, she 
thrusts it in as far as the fauces, so that willy 
nilly the child is forced to swallow the portion.” 

He then goes on to describe “the very grav- 
est symptoms which may occur in the stomach 
of a child being loaded with this inspissated 
pap.” Whether or not the case described by 
Ilildanus was a true pyloric stenosis or simply 
an example of indigestion following overfeed- 
ing occurring in the practice of a surgeon know- 
ing little of children, is a matter of conjecture. 
It appears, however, that a large portion of his 
practice was with children. There are a num- 
ber of cases reported by him among children, 
which would justify the belief that he was 
thoroughly familiar with their disorders. This 
together with the title used to describe this 


case would seem to indicate that he was dealing 
with a pyloric obstruction of some character. 

Hildanus’s opinion that the administration of 
a “thick viscid pap” caused the pyloric obstruc- 
tion, and his forbidding the mother and nurse 
to use pap or any other food made from bread 
or cooked farina, is of more than ordinary inter- 
est when we consider that the use of thick 
cereals constitutes one of the principal parts of 
our present day medical treatment of the gas- 
tro-enterospasm which sometimes precedes the 
hypertrophy of the muscularis. 

Our present knowledge may be said to date 
from the time Hirschsprung! described the 
condition as a medico-surgical entity in a paper 
read before a German Pediatric society in 
1887. Little progress followed, however, until 
Finkelstein, in 1896, called attention to the 
presence of the palpable tumor. Shortly after 
this, the possibility of surgery in cases of this 
Other successful 
stomach operations began to be reported, and 


character was considered. 


many surgeons attempted to save these infants 
by operating upon them. The early operation, 
such as gastroenterostomy and_ occasionally 
pyloroplasty reduced the mortality to some ex- 
tent, but for the most part it remained as high 
as 50 per cent. All realized, therefore, that 
some better surgical technic was desirable. No 
advances were made, however, until Ramm- 
stedt'* was performing a Fredet'’ pyloro- 
plasty, and the condition of the infant became 
so critical that the operation was stopped after 
the division of the pyloric tumor down to the 
mucous membrane, the abdominal wound was 
closed, and to the surprise of all the infant re- 
covered. The Rammstedt operation, thus dis- 
covered, was universally and widely accepted 
as the operation of choice, and as a result, the 
mortality from surgery of cases of hypertrophic 
pyloric stenosis has been greatly reduced. 
INCIDENCE 


Among the listed etiologic factors of vomit- 
ing in infancy, pyloric stenosis, although one 
of the rarer causes, is sufficiently frequent to 
warrant its consideration as a possible cause of 
any vomiting during the first few weeks of life. 
In a recent analysis of 145 cases treated surg- 
ically, Wallace and Wevill'® found that 125 


we 


a | 
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were males and 20 were females, representing 
a preponderance of males over females of 6.25 
to one. This striking preponderance of males, 
which is so universally recognized, is of great 
interest as it is difficult to understand why a 
congenital malformation such as pyloric stenosis 
should show such a marked affinity for the 
male sex. 

In the following table, the place in the family 
is shown in the series: 


TABLE I 

Place in Family Cases Percentage 
Ist ee: 56.6 
2nd 23 16.9 
3rd 15 oe 
4th Sy, See ee 
5th * ert ee 5.1 
6th oo ye 
7th 2 1.5 
Sth ie 0.7 
Oth 2 1.5 
No record gee 
It will be noted that more than one-half 


were the first children, and 28 per cent. were 
irom the second to the third pregnancies. In 
this series, there was no evidence forthcoming 
of more than one case in a family. However, 
mention is made by John Footet that Arm- 
strong records four cases in the 1777 edition 
of his book wherein three were 
Varden,'? 


in one family, 
the 
and finding mention of pyloric stenosis in seven 


and after reviewing literature 
sets of twins, reports it in twins under his 
observation. In addition, Cockayne!* has even 
more recently reported its occurrence in first 
cousins in which there was no consanguinity 
of parents in either case or no previous history 
of the defect occurring before in the family. 
The incidence of hypertrophic pyloric sten- 
osis has always been regarded as being rare in 
negro infants, and many writers have stated 
that when pyloric obstruction does occur, it is 
usually due to spasm. It is my impression that 
we should be very conservative in discussing 
racial incidence, excepting over periods of many 
years. of the fact that it has been 
only in the present century, and indeed in more 
recent years that there has been any orderly 


In view 


‘tudy of this conditien, it is too early to reach 


any conclusions. Ina series of about 15 cases, 
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which we have seen within the past 5 years, 3 
of them have been negroes, and in all instances 
hypertrophic stenosis has been found when the 
abdomen was opened for observation. Two of 
these cases are shown in the illustrations. 


ETIOLOGY 


Formerly vomiting attributable to some ob- 
struction of the pylorus in early infancy was 
regarded as being due to either an obstruction 
from the spasmodic constriction of the muscula- 
ture of the pylorus or stenosis due to hyper- 
trophic changes. Since roentgenology has been 
utilized in the diagnosis of these conditions, it 
has been found that the spasmodic contracture 
is in reality not confined to the pylorus, but 
involves a great portion of the stomach and 
the duodenum. For this reason, the term gas- 
tro-enterospasm seems to be more desirable in 
describing the condition. In addition, there is 
a tendency to believe that gastro-enterospasm 
stenosis not 


and are 


separate eftities, but that they merely represent 


hypertrophic pyloric 


the early and the late phases of the same con- 
dition. 








; 





FIGURE I: Three peristaltic 
the abdominal wall of this negro child. The incidence 
of hypertrophic pyloric stenosis in negro infants has 
always regarded as rare. This case is one 
of three which have been observed by the author in the 


waves are visible on 


been being 


negro race within the past five years. 

The true etiology has never been dis- 
covered, but several theories have been ad- 
vanced. Some think that over-distension or 


continued over-stretching of the musculature 
from over-feeding, may start the gastro-entero- 
spasm, which eventually may lead to the hyper- 
trophy of the muscularis and thus become an 
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etiologic factor of true pyloric stenosis. This 


19 who 


has never been determined, but Sauer, 
has been a consistent advocate of the medical 
treatment in general and the utilization of thick 
cereals in particular, considers that we cannot 
disregard the fact that if we can prevent the 
early spasmodic contractions, we may be suc- 
cessful in preventing stenosis due to hyper- 
trophy. On the other hand, there are some 
who believe that hypertrophy precedes the 
spasm, but they have never put forth any proof 
to support their belief. 

Another theory suggests the presence of a 
central reflex arc, the vagus supplying the 
motor fibers to the stomach proper, while acting 
in an inhibitory manner upon the _ pyloric 


sphincter. The sympathetic system supplies 
the impulses for tonic contraction of the 
sphincter. An 


error in the development 


of this are would result in a_ contraction 
of the sphincter against gastric peristalsis. This 
theoretically results in an hypertrophy. This 
theory is to some degree upset by the fact that 
the tumor has been shown to be present early 
in embryonic life. We may conclude, there- 
fore, that we have no definite information at 
the present time fully to explain the true cause 
of this condition. 
SYMPTOMATOLOGY 

Although at times referred to as congenital 
hypertrophic pyloric stenosis, it seems to be the 
consensus of opinion that the symptoms are 
usually not marked until after the second or 
third week of life. The two 
symptoms which invite attention to the condi- 


prominent 


tion are projectile vomiting and constipation. 
The next symptom which follows shortly there- 
after is the visible peristaltic wave. These 
waves always pass from left to right and should 
not be confused with peristaltic waves in the 
transverse colon, which pass in the opposite 
direction. In several series of cases the visible 
peristaltic waves have been observed in almost 
98 per cent of cases of pyloric stenosis of any 
considerable duration. They are, however, not 
absolutely pathognomonic of the condition, as 
some gastric peristalsis may occur in excessive 
vomiting from other causes. As a rule, the 
waves are stimulated by feeding, either by giv- 
ing plain water from the bottle or when at- 














FIG. II-A 
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FIG. I1-B 

FIGURE II: (a) and (b)—The marked dilatation of 
the stomach is indicated by the unusual size of the 
waves in this case, originating at the cardiac end of 
the stomach and disappearing at the pyloric end, which 
is very much away from the median line. The tumor 
mass involved the musculature immediately adjacent to 
the pylorus on both the duodenal and stomach side. 
Prompt and uneventful recovery was effected by a 
Rammstedt operation. 
tempting to give the regular food. The wave 
forms in the upper left quadrant and passes 
across the stomach and just before it disappears 
in the upper right quadrant, a second wave 
forms to follow it. Generally, two waves are 
seen at the same time and not infrequently 
three may be seen. Some idea may be formed 
as to the location of the pylorus by noting the 
point at which the peristaltic wave disappears, 
and at this point an effort is made to palpate 
the tumor mass, which is caused by the hyper- 
trophy of the musculature. The tumor mass, 
which is about the size of a large olive, is most 
frequently found just at the lower border of 


the liver midway between the right mid-clavicu- 
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lar line and median lines, but its position may 
vary greatly. It is usually more easily palpated 
in the emanciated baby with the thin abdominal 
walls. Failure to feel the mass by no means 
rules out the existence of a pyloric stenosis, 
because very frequently it lies beneath the edge 
of the liver through which it cannot be pal- 
pated. Its discovery to some extent depends 
upon the skill and tactual sense of the examiner, 
but even then it usually is not discovered in 
from 40 to 50 per cent of the proven cases 
which have been recorded. 

In severe cases a large proportion of the food 
taken is vomited and there is very little absorp- 
tion of the water. Consequently the urine is 
scanty and of a high color and the infant be- 
comes greatly dehydrated. As a great part of 
the food is lost by vomiting, progressive malnu- 
trition occurs until finally the infant becomes 
athreptic. Infants with stenosis 
but and 
diarrhea may occur in which the stools are of 


the starvation type, consisting chiefly of mucus. 


pyloric are 


usually constipated, now then a 


The persistence of the vomiting results ina 
great loss of chlorides from the body in the form 
of hydrochloric acid, and to a lesser extent in 
the form of chloride. This depletion 
of the chlorides may result in a severe degree 


sodium 


of alkalosis with accompanying symptoms. 
Under such circumstances it is usually neces- 
sary to treat the dehydration and alkalosis be- 


fore surgical intervention. 
DIFFERENTIAL DIAGNOSIS 

As has been previously stated, there is a 

that and 

hypertrophic pyloric stenosis are merely phases 


growing belief gastro-enterospasm 


of a single entity. In other words, the hyper- 
trophy of the musculature, which eventually re- 
sults in stenosis, is initiated by the spasmodic 
contractions. It is desirable, however, to deter- 
mine whether we are dealing with the stage of 
gastro-enterospasm or with the true hyper- 
trophy. In order to determine if the condition 
is one of spasm, it has become customary to 
administer atropine, bromide, or phenobarbital. 
If any results are to be expected, however, 
they should be given in sufficient amount early 
in the disease with the hope of relaxing the 


spasm factor of the obstruction. From one to 
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three drops of a solution of atropine sulphate 
made up by dissolving one-half grain of atro- 
pine sulphate in an ounce of water, is the cus- 
tomary dose. One to 3 drops of this solution 
may be given 3 to 4 times a day. If pheno- 
barbital is used, one-fourth grain may be given 
in 3 or more of the feedings. If the vomiting 
is very severe, the atropine may be given hypo- 
dermically. If the condtion improves it is then 
reasonable to believe that we have been for- 
tunate enough in discovering the condition in 
the spasmodic stage. 


Roentgenology is frequently a valuable aid 
in differentiating these phases of obstruction, 
and 3 to 4 hourly plates after the administra- 
tion of a barium meal are very helpful in de- 
termining the emptying time of the stomach. 
It is quite generally conceded that if there is 
much more than 60 per cent. of the barium 
meal retained at the end of 3 hours, we are 
dealing with an obstruction caused by hyper- 
trophy of the muscularis of the pylorus and 
surgical intervention usually offers the only 
relief. Vomiting may sometimes interfere 
with the roentgenologic examination, but para- 
doxical as it may seem, the barium meals are re- 
tained very much better than the breast milk 
or artificial formula. 

When and if a tumor is palpable, the con- 


dition should at once be 


regarded as _ sur- 
gical and it will not be amenable to any 
medical treatment. Congenital duodenal atre- 


sia, which is a rare condition, is capable of 
producing symptoms which may be mistaken 
for pyloric obstruction, but when this deform- 
ity is present, symptoms occur earlier after 
birth and it is usually revealed by roent- 
genologic evidence of obstruction below the 
pyloric opening. Moreover, the material which 
is vomited is usually tinged with blue when 
the obstruction is in the lower part of the duo- 
denum. 


TREATMENT 
In any case of suspected pyloric obstruction, 
medical and dietetic treatment should first be 
tried, but under no circumstances should it be 
continued unless some improvement is attain- 
ed within a reasonable time. The administra- 
tion of atropine or phenobarbital, as suggested, 
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is usually the first step in the medical treat- 
ment, and if effective there should be a de- 
crease in the amount and frequency of vomit- 
ing increase in the fecal matter. 
Weighing should not be begun until improve- 


and an 


ment is somewhat advanced, because we should 
not expect any rapid gain in weight. On the 
other hand, if there is no improvement from 
medical treatment, we should weigh the baby 
to see if there is any rapid loss of weight. 
Thickened foods seem to be retained very 
much better than breast milk or ordinary milk 
formulae. If the patient is on breast milk, and 
it usually should be at the age when this con- 
dition is encountered, both breasts may be ex- 
pressed with an electric pump or ordinary 
hand pump 3 or 4 times in 24 hours. This may 
be used in preparing the thickened formula, 
or if breast milk is not available, an evaporat- 
ed milk formula or skimmed bottle milk 
formula may be used. Any one of these three 
may be made as follows: 


BREAST MILK FORMULA 
Breast milk —....-___12oz. 
__... 3 level tbsp. 


_......... 3 level tbsp. 


Barley flour 
Dextri-Maltose 


EVAPORATED MILK FORMULA 
Evaporated milk —_.... 6 oz. 
ee 8 oz. 


Dextri-Maltrose 3 level tbsp. 


SKIMMED MILK FORMULA 


Skimmed milk _~-- 10 oz 
TE iccsseisccsracnnsstiniionsiinoetncctneiii 10 oz 
en 6 level tbsp. 


Batley water —___.. 3 level tbsp. 

Dextri-Maltrose - ....-------- 3 level tbsp. 

Mix to a smooth paste, bring to a boil, then 
boil in a covered double boiler for half an hour, 
or until the warm mixture has the consistency 
of thick, whipped cream. The total volume 
should be about eight ounces, and the caloric 
value about 50 per ounce. During the first 
week, one ounce of this food should be given 
seven times in 24 hours for a seven-pound in- 
fant. A Hygeia nipple with an enlarged hole 
is satisfactory. The infant should not be taken 
out of the crib; the head-end of the crib should 
be elevated a few inches with the patient lying 
on the right side. At the completion of each 
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feeding an ounce of tepid water, normal salt or 
five per cent dextrose Ringer’s solution should 
be given as a retention enema with a lubricated 
No. 14 F. catheter and small bulb. No water 
should be given by mouth during the crucial 
weeks. If dehydration is very marked, if the 
rectal fluids are not retained, and if there is a 
high fever or oliguria, a daily hypodermoclysis 
maybe necessary. 

The importance of preventing dehydration is 
obvious, whether we continue the medical treat- 
ment or not, because it is our duty to deliver the 
patient to the surgeon so that some measure of 
success may be expected. Three solutions may 
be used: first, 0.85 per cent. sodium chloride; 
second, Ringer’s solution; and third, Hart- 
mann’s solution. In the case of the first two 
solutions, the preparation is very simple. Tab- 
lets of the dry salts may be obtained from a 
number of pharmaceutic firms, and they simply 
need to be dissolved and diluted to the proper 
volume with sterile distilled water. The latter 
solution is obtainable in ampule form and mere- 
ly requires dilution with sterile distilled water. 
These solutions may be given intravenously, sub- 
cutaneously, and intraperitoneally. It is begin- 
ning to be considered, however, that the use of 
intraperitoneal injections prior to any contem- 
plated abdominal operation is absolutely con- 
tra-indicated. Ordinarily hypodermoclysis sub- 
cutaneously is quite sufficient. It should not 
exceed 100 to 200 cc. at a time. 

If dietary measures are ineffective, and there 
is no improvement within 48 hours, the surgeon 
should see the patient, and should give the pre- 
operative orders. It is advisable to give no food 
by mouth for 12 hours before operation. If 
we have given the hypodermoclysis as often as 
indicated, we are usually able to turn the patient 
over to the surgeon in a satisfactory state, but 
if not, it should be given prior to the operation 
and sometimes immediately after. Whole blood 
may also be administered, but should not exceed 
100 ce. 

There is one impression that has been gained, 
and that is that we should not be quite so re- 
luctant to turn the patient over to the surgeon 
as we were formerly. We should, however, re- 
fer the patient to a surgeon who has shown in- 
terest and a certain amount of skill in Pediatric 
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Surgery. Since the development of the Ramm- 
stedt operation, inspired by the previous pyloro- 
plastic operation of Pierre Fredet, of Paris, the 
surgical risk has been reduced to a minimum 
and the expectancy for recovery is very high 
if the operator has acquired skill in perform- 
ing this operation. Ethylene with a slight mix- 
ture of ether should be chosen if a general 
anesthetic is given, but the operation can and 
usually is performed very easily under a local 
anesthetic. I have not been convinced of the 
necessity of a general anesthetic. 
POST-OPERATIVE TREATMENT 

The post-operative treatment is mainly dietary 
and belongs to the pediatrician. Whether hypo- 
dermoclysis is to be repeated following the oper- 
ation will depend largely on the degree of de- 
hydration apparent by the loss of tissue turgor. 
If the baby has been properly prepared it is 
usually not necessary. If a general anesthetic 
is given, the head of the bed should be lowered 
until recovery from the anesthetic, to prevent 
aspiration of mucus. The patient may then be 
put in a semi-erect position until all food is re- 
tained. After a few hours a dropperful of 
water may be given, and this may be alternated 
every two hours by about 4 to 8 cc. of expressed 
breast milk, and if this is not available, the 
same amount of a formula consisting of evapor- 
ated milk, 4 oz., water, 12 oz., and Dextri-Mal- 
tose, 2 level tablespoonsful, should be given. 
This should be boiled for about 2 or 3 minutes 
in a single boiler. During the first 24 hours, 
the water may be increased gradually to an 
ounce, likewise food, in one-ounce portions, may 
be given six times in 24 hours. After a few 
days, the water should be omitted and the feed- 
ings increased to two ounces, then to three 
ounces. Aseptic nursing technic is desirable dur- 
ing the care of patients with pyloric stenosis. 
Colds and other infections should be avoided. 


CONCLUSIONS 

From the progress which has been made in re- 
cent years, there seems to be increasing justi- 
fication for the belief that the gastro-entero- 
spasm, which formerly was spoken of as pyloro- 
spasm, is an initial stage of a subsequent hyper- 
trophic pyloric stenosis, which can be relieved 
only by surgery. Medical treatment, therefore, 


if it is to be at all effective, must be instituted 
very early when the spasmodic contractions ‘of 
the musculature are the underlying cause of the 
pyloric obstruction and resulting vomiting. 
Medical treatment should not be continued 
too long, and if improvement does not begin 
within 48 hours, an early operation should be 
considered. The Rammstedt operation is the 


method of choice. 

Pre-operative preparation and post-operative 
care are the most important factors in lowering 
the mortality in the surgical treatment of pyloric 
stenosis. Consequently, nursing by a skilled 
nurse before and after the operation is equally 
important. 
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DISCUSSION 

Dr. Alton Ochsner (New Orleans): Results in 
the surgical treatment of hypertrophic pyloric 
stenosis are obtained in so far as the attitude uf 
the pediatrician is concerned by those individuals 
into whose hands the pediatrician has placed the 
patient in good shape. We are fortunate here in 
working with Dr. Strong and other New Orleans 
pediatricians in that we get these cases early, and 
as Dr. Strong emphasized to-day, we get them in 
good condition, so that there ig no reason why we 


in New Orleans should lose a case treated surg- 
ically. 
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There are several things as regards the surgical 
treatment which might be emphasized. The only 
case which we have lost in a series of cases (ap- 
proximately twenty) was one in which a general 
anesthetic was used. This was a case in which 
we attempted a transverse incision, thinking it 
might possibly be the better incision to use. In 
attempting to reduce the stomach and duodenum 
subsequently, it became necessary to give a general 
anesthetic. Local analgesia should be used in all 
cases. The incision should be made high in order 
that the liver can act as a barrier against the 
escape of the intestinal contents. With little dif- 
ficulty, the stomach and tumor can be brought 
into the wound. We have learned something re- 
cently about the type of tumor. Instead of having 
a small tumor (Dr. Strong has alluded to this), 
the tumefaction may extend up on the wall of 
the stomach for a considerable distance. 


We have had two cases in adults, one in a man 
of thirty-five and the other in a man of sixty-five, 
whose symptoms dated back to infancy. In both 
cases we found pyloric occlusion, both had hyper- 
trophic pyloric stenosis. We found the Ramm- 
stedt operation could not be done and resected the 
auterior portion of the pylorus and did a gastro- 
duodenostomy. 


I want to emphasize what Dr. Strong has already 
emphasized, con- 
cerned it is a surgical responsibility if the case 
As I said before, 
there is no reason why any surgeon in New Orleans 
should lose a case of hypertrophic pyloric stenosis. 

Dr. B. C. Garrett (Shreveport): I want to ask 
Dr. Strong if most of his cases were in boy babies, 
ov what was the relative proportion of boys and 
girls? It has beea my experience it occurs in boys 
more frequently. 


that so far as the surgeon is 


is turned over to him early. 


Another thing, if bottle fed babies are not more 
often affected than breast fed, and if not a fact 
the great majority come in the first child of the 
marriage? 


I might state that I have had the opportunity to 
do a few of these cases and got to look into one 
eight or ten years after operation as I had occasion 
to open the boy for another condition. He had 
a normal pylorus and you could hardly see the 
incision of the previous operation. 

Dr. Cecil O. Lorio (Baton Rouge): I have had 
the opportunity of seeing a few of these cases. 
No one individual physician sees a great number 
except in connection with an institution, like Dr. 
Strong. I have had occasion to see ten cases and 
all ten of these cases had operation as early as 
possible. Most cases that I see in consultation or 
after had numerous formulae given without result 
and the general condition very bad. 
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As Dr. Strong pointed out, the most important 
feature is the pre-operative treatment. If these 
children are very dehydrated before operation the 
prognosis is much less favorable. 

Of the ten cases I observed, two were of the 
same family and all of them were boys. One 
child was operated at the age of five weeks for 
pyloric stenosis and at the age of six months had 
true intussusception, operated and recovered. 

I have observed the surgical procedure in each 
one of these cases and half were under general 
anesthetic and half local, however, they all sur- 
vived. Even those under local, it seemed to make 
not much difference which surgeon was doing it, 
those who retracted too much on the pylorus would 
stop the baby from breathing. 

One case not mention of the ten that I recall 
was one I had operated on for pyloric stenosis and 
due to lack of complete history, missed the diag- 
nosis. The obstruction was about a half inch 
below the pylorus and happened to be a duodenal 
obstruction. If I had inquired further I would 
have been able to make a diagnosis, that is, about 
regurgitation of bile. 

Dr. Robert A. Strong (In conclusion): The 
point which I wished to emphasize concerning 
congenital hypertrophic pyloric stenosis, was that 
the tendency to regard gastroenterospasm as the 
initial stage of hypertrophic pyloric stenosis seems 
to be attracting wider attention. Therefore, if 
medical treatment is to be effective, the diagnosis 
must be made in the spasmodic stage and should 
rot be unduly prolonged before calling surgical 
consultation. If improvement does not begin with- 
in forty-eight hours, an early operation should be 
ccnsidered. It is my impression that the pedia- 
trician has been deferring operation too long, 
with the result that the patient is not delivered 
to the surgeon in a condition even remotely re- 
sembling a good surgical risk. There is no ques- 
tion at the present time but that the Rammstedt 
operation is the operation of choice. I believe 
that the development of this operation together 
with a more sympathetic and cooperative attitude 
on the part of the surgeons, has been the principle 
reason for the comparatively low surgical mortal- 
ity at the present time. The best results are ob- 
tained by team work, and the team should consist 
of a pediatrician who is open-minded enough to 
know the limitations of medical treatment and the 
point when the case becomes a surgical rather 
than a medical problem, and a surgeon who is 
interested in pediatric surgery and who possesses 
the skill to perform a Rammstedt operation. 

I have had the opportunity of having Dr. Ochsner 
ou the surgical side of such an arrangement, and 
I believe that we have both reached the conclusion 
that the low mortality which we have had in the 
surgical treatment of some of the cases which we 
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have seen together, proves the impressions which 
I have endeavored to give you today. The manner 
in which these children come through the opera- 
tion and the ease with which they are fed after- 
ward, is most gratifying. 

I am glad that Dr. Garrett has been good enough 
to add his experiences, because I know of his inter- 
est in this phase of surgery and am familiar with 
the work that he has been doing in this connection 
in Shreveport. In answer to his question, I was 
unable to take up the statistics which touch upon 
the points that he has raised. When the paper is 
published, tables will be found to show the place 


in the family held by children subject to pyloric 
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stenosis, as well as the fact that six males are 
afflicted to every female. No one has offered an 
explanation as to why this is so. I have not made 
any observation as to whether the condition 1s 
more frequent in the bottle-fed as compared to the 
breast-fed infant. However, in view of the fact 
that most of the cases seen occur from the third 
to the sixth week of life, it would be reasonable to 
suppose that most of this age group would still be 
or breast milk. In our particular group, which 
was seen largely in the Newborn Service of the 
Hutchinson Memorial Clinic, most of the babies 
were on breast milk. As far as the etiology of the 
condition is concerned, iat best we have only 
theories. 
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THE MISSISSIPPI STATE MEDICAL 
ASSOCIATION AND THE JOURNAL. 
With New Medi- 


cal and Surgical Journal ceases to be the of- 


this number the Orleans 
ficial publication of the Mississippi State Medi- 
The 
papers that are presented before the State As- 


cal Association. Mississippi news and 


sociation at the annual meeting will no longer 


be in our columns. The friendly and cordial 


Editorials 


relationship which existed for eleven years 


ceases with this date. It is with regret that 
the journal representatives saw the action taken 
by the State Association last year. Always it 
has been our pleasure and our earnest desire to 
serve our sister state to the best of our ability. 
We have felt that we may have made mistakes 
in the past but always we have tried to serve 
the Association of the Mississippi doctors whole 
heartedly and conscientiously. However, the 
Association has felt that they prefer to have 
their own journal in which the material be de- 
voted solely to the activities of the Mississippi 
doctors and to the papers of their State As- 
sociation. In their new venture we wish the 
State Association good fortune and 
future. 


a happy 


Secause of our efforts in the past to enhance 
friendship between the two state associations 
we believe that we have made many friends for 
the journal in the State Medical 
It is our earnest hope that the 


Mississippi 
Association. 
doctors of Mississippi who have read the jour- 
nal with profit, and perhaps with pleasure, 
will continue to have it served to them although 
it is no longer the official journalistic repre- 
We feel 
that the journal is a good journal without, we 
believe, being unduly boastful. 


sentative of their state association. 


The apprecia- 
tion of the value of the journal is shown by 
the fact that it is sent to practically every large 
medical library in the United States as well as 
to innumerable institutions and libraries out- 
We feel that the scienti- 


fic material is accurate and carefully selected, 


side of this country. 


and lastly we are confident that the men who 


read the journal, with nearly one hundred 
years of service behind it, can keep abreast oi 
the times. 

To the Mississippi doctors we ask: Tlease 
continue your subscription and help to perpetu- 
ate the more than ten years of cordial, friendly 
relationship between the two associations. We 
are hoping to do our part by still maintaining 
a Mississippi News section in which there will 
be recorded the meetings, the social functions 
and other news items of interest. 
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DIPHTHERIA PREVENTION IN NEW 
ORLEANS 


The first of this year a Committee was or- 
ganized under the aegis of the Health Commit- 
tee of the Central Council of Social Agencies 
to start a campaign to immunize the children of 
New Orleans against diphtheria. An active and 
enthusiastic group of people representing the 
medical profession of the city, the pediatric 
society, the Parent-Teachers Association, the 
public and parochial schools, the ERA, the City 
3oard of Health as well as other organizations, 
was gathered together in order to further the 
purposes of the campaign. Active cooperation 
was obtained from the Catholic and Protestant 
institutions of New Orleans, from the schools 
anl particularly from the Touro Infirmary, 
Charity Hospital, Hutchinson Memorial Clinic 
and the Child Welfare and Community Health 
Association. Through the efforts of the Com- 
mittee and those who cooperated, 35,998 chil- 
dren were immunized against diphtheria. Of 
these 16,467 were immunized through the 
schools, representing 61 per cent of the total 
population under 12 years of age. The remain- 
der were immunized through the Board of 
Health, institutions, hospitals and clinics in the 
city. A goodly part of the credit for the results 
obtained is due to the Federal Emergency Re- 
lief Administration which agreed to supply tox- 
oid to the children in their care by an expendi- 
ture not to exceed $10,000. 

The results that have been obtained could only 
have been secured through the help of the phy- 
sicians of New Orleans and the institutions with 
which they are connected. The total number of 
children immunized is probably very much in 
excess of the figures given, which represent 
only those children who obtained immunization 
through a definite agency or group. Undoubt- 
edly there were some thousands of children im- 
munized through the private physician. 

The diphtheria rate in New Orleans should 
fall. In round figures nearly 40,000 children 
immunized against diphtheria should never de- 
velop the disease. The results will be followed 
with interest in the next few years. Unfor- 
tunately many of the children who were immu- 


nized were of school age and pediatricians and 
public health officers recognize the fact that the 
child should be immunized in the pre-school 
period, preferably at the time they have reached 
two years in life. Dr. Batchelor, the head of 
the City Board of Health, has recognized this 
fact and has been instrumental in securing Gov- 
ernmental help in a project which will definitely 
list the number of children of pre-school age, 
and of school age, who have not been immun- 
ized. A house to house census is planned 
through the P. W. A. personnel. When this 
information is obtained it is then planned to 
carry on as a public health project, under the 
direction of the Board of Health, the immuni- 
zation of the children of New Orleans who 
have not been immunized. 





HEMATEMESIS AND THE SURGEON 

G. Gordon-Taylor, a surgeon of the Middle- 
sex Hospital, discusses in a_ recent paper 
the very important symptoms of hemate- 
mesis and its relationship to surgical inter- 
ference. In this article, teeming with facts 
and logically concluded, this surgeon calls at- 
tention to the failure of the medical man to 
take cognizance of the fact that surgical arrest 
of gastric hemorrhage is not only a measure 
which lessens the length of sickness of the pa- 
tient but in many instances is a life saving 
measure. He stresses the point that prompt 
surgery is required in only one condition in 
which there occurs bleeding from the stomach 
and that is hemorrhage from chronic ulcer. 
Hemorrhages which occur as result of splenic 
anemia, gastric carcinoma, from essential 
thrombocytopenia, in disease of the gallbladder, 
or from an acute ulcer should not be operated 
upon hastily. It follows therefore that imme- 
diate operation for chronic ulcer should be 
immediate only in the sense that it should not 
be undertaken unless the diagnosis has been 
well substantiated by the clinical and radiolo- 
gic evidence of ulcer or unless the patient’s 
history is entirely typical and unequivocal. Oc- 
casionally, he observes, it may be necessary to 
operate on hemorrhage of acute ulcer, otherwise 
the indications are decidedly not for prompt 
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operation unless there is terrific bleeding or 


concomitant perforation. Early operation is 
indicated when the “drip-transfusion” is fail- 
ing The 


preferably should be performed as soon as a 


to control hemoglobin. operation 
person has recovered from the anemia, that is 
to say when the hemoglobin has reached 90 
per cen in a man and 80 per cent 
When there are 
penetrating ulcer; when there is 


in a woman. 
of 


a long and 


x-ray evidences a large 


definite ulcer history; when there is pyloric or 
duodenal stenosis; when there occurs secondary 
hemorrhage within a year after a probable ul- 
cer history; in cases of severe bleeding when 
ulcer cannot be excluded and when carcinoma 
is likely to be present, delay in operation is 
fraught here, he says, with greatest peril. 
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The medical man should listen with attentive 
ears to what this authority has to say. Un- 
doubtedly he who is not an operator is very 
much more likely to treat a patient with hem- 
orrhage expectantly, or with medical measures, 
rather than giving due consideration and proper 
attention to the more remote effects of pro- 
longed hemorrhage. There is an increased li- 
ability of unfortunate complications, prolonga- 
tion of sickness and even death if surgical meas- 
ures are instituted at a late date. The “first 
forty-eight hours is the optimum period for 
surgical attack in hematemesis.” 


*G. Gordon-Taylor: 
Haematemesis. 
1935. 


The Attitude of Surgery to 
The Lancent, 229:811, Oct. 12, 
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TOURO INFIRMARY 

On Wednesday November 13, 1935 at 8:00 P. M. 
Dr. Henry Blum presided over the regular monthly 
meeting of the Touro Infirmary Medical Staff. 

A clinical pathological conference was conduct- 
ed by Dr. Lanford from eight to nine P. M. The 
case presented was one of coronary occlusion with 
aneurysm of the left ventricle. Drs. Lemann, 
Kustis and Matas discussed the presentation. 

Dr. M. Earle Brown had arranged for the show- 
ing of a sound picture on better eyesight. This 
was one of the means being employed in the cam- 
paign for the prevention of blindness. 

Three cases of bronchogenic carcinoma were 
presented as a symposium on the subject. Various 
aspects of these cases were discussed by Drs. 
Lemann, Heninger, Weil, Womack, Teitelbaum 
and Lanford. 

Willard R. Wirth, M.D. 
OSCAR ALLEN TUMOR CLINIC 
CHARITY HOSPITAL 
NEW ORLEANS 

The scientific meeting of November was called 
by Dr. James T. Nix, Director. The essayist was 
Dr. R. H. Kampmeier, who presented the following 
paper. 

DIAGNOSIS OF CARCINOMA OF THE 
BRONCHUS 

Recent years have shown a marked change in 
the ideas regarding the frequency or rarity of 
bronchogenic carcinoma. Though some of the in- 
creased incidence of this form of malignancy may 
be apparent, due to the greater interest in the 
diagnosis on the part of the internist,—to the use 


of the roentgen ray and bronchoscope, it is never- 
theless true that there is also a real increase in the 
lesion. Necropsy statistics from large hospitals show 
an actual increase in the percentage of bronchial 
carcinoma as compared to malignant tumors of 
other organs. This is especially borne out by fig- 
ures from some of the older European hospitals 
where routine necropsies have been done for years. 

That bronchogenic malignancy is a disease to be 
reckoned with is shown by the fact that a report 
from one of the Hamburg hospitals indicates that 
this lesion stands second among visceral carcino- 
mas at necropsy, and was found to be one-third as 
common as gastric cancer. Levinson (1) recently 
made similar observations at Cook County Hos- 
pital, Chicago. In his findings, carcinoma of the 
lung was found in eighty-four cases, standing sec- 
ond only to that of the stomach, found in one 
hundred and sixty-one cases. 

Much speculation has been indulged in to ex- 
plain the increased incidence of bronchogenic car- 
cinoma in recent years. But since these are so 
diverse and unrelated, they will not be discussed. 

The symptoms and physical signs may show 
great variation in the individual cases. Frequent- 
ly, only one or two of the features may be present. 
At other times a variety of symptoms and signs 
may be found. 

Weller (2) in summarizing symptoms and signs 
from a hundred clinical reports selected at random 
from the literature, groups them as follows, in 
order, from the most to the least frequent. These 
are: “cough; sputum, usually bloody or blood- 
streaked at some time; pain in the chest; dyspnea; 
loss of weight; osteo-arthropathy, usually in the 
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form of clubbing of the fingers only; pleural ef- 
fusion, often bloody; fever; venous engorgement, 
or edema or both, of the upper portion of the body; 
disturbances of the central nervous’ system; 
hoarseness; anorexia; paralysis of a vocal cord; 
dysphagia; nausea and vomiting; abdominal pain; 
inequality of the pupils; inequality of the radial 
pulses; pain in the arm; sense of pressure in the 
chest; cachexia; cyanosis; pain in the lower ex- 
tremities; stertor; pain in the back; headache 
and chills”. (To these I would add secondary 
anemia and often leukocytosis). In these hundred 
cases the symptoms which predominated were 
cough, being present in 61, sputum in 47, chest 
pain in 44, and dyspnea in 44; this in contrast to 
one instance each of the last five symptoms listed. 

I have seen a moderate number of cases of 
bronchogenic malignancy and have at one time or 
another met with the majority of the symptoms 
and signs as given. It may be well to as least 
give my impressions with regard to the several 
most frequent symptoms as pointed out by Weller. 
The first of these, present in over 50 per cent of 
cases, is cough. This is often very distressing, 
especially when it is non-productive. Under such 
circumstances it may be of extreme annoyance to 
the patient because of its constancy. In others it 
may be a hard paroxysmal cough. 

Sputum was the next most frequent symptom 
being present in 47 of the hundred collected cases. 
Often this is only mucoid, though it may be blood- 
streaked sooner or later in a high proportion of 
cases. Most of the in my experience have 
shown some _ blood-streaking. Funk (3) found 
hemoptysis in 45 per cent of 61 cases of bronchial 
cancer. Though fatal hemorrhage is rare ,it does 
occur. In one of my cases, the bronchogenic car- 
cinoma had become a necrotic mass with erosion 
of a good-sized vessel, and sudden death from 
hemorrhage. The sputum may be purulent when 
necrosis of a malignant tumor has occurred with 
abscess-like formation, or in the event that partial 
obstruction of a bronchus has led to the develop- 
ment of bronchiectasis distal to the side of the 
lesion. 


cases 


Chest pain and dyspnea were found to occur 
each in 44 of the hundred cases. Pain may be 
over the site of the tumor or in some other part 
of the chest, or may be referred to an arm. If 
the tumor is in a main bronchus at the hilus, it 
not infrequently grows forward as a mediastinal 
tumor and as such, produces the dull, constant, 
boring pain as seen in aortic aneurism. If the 
growth extends outward to the periphery the pain 
is of pleural origin and is of the pleuritic type. 
The tumor may, by pleural extension, invade the 
intercostal nerves with segmental distribution of 
pain. Upper lobe cancers may involve the apical 
pieura and pain may then be referred to shoulder 
or arm, as in the case of a man seen in the Tumor 
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Clinic, who had been treated by his physician for 
over eighteen months for apparently an arthritis 
of the right shoulder. It was only after hemoptysis 
occurred that the correct diagnosis was suspected, 
and he was sent to this clinic. Extension via the 
apical pleura upward has caused neck pain. 

Dyspnea is often characteristic. Some patients 
note this only on exertion. In others it is of a 
paroxysmal nature day or night and may at times 
produce orthopnea. One is frequently struck by 
a degree of dyspnea entirely out of proportion to 
the amount of pathology demonstrable in the lung 
physically or by roentgen ray. This, incidentally, 
also applies to cyanosis. 

Of the numereus other symptoms listed above, 
I have noted almost constantly loss of weight, 
anemia and anorexia. Fever, and often leukocytosis 
are an evidence of secondary infection at the site 
of the lesion or an associated bronchiectasis. 

Physically there may be varied findings. In- 
spection may show extensive localized collateral 
circulation, aS in one case on our wards where 
an upper lobe bronchial cancer extended to involve 
the right innominate vein. There was extensive 
collateral venous circulation of the arm, about the 
shoulder, right neck and right chest. Usually 
there is some flattening and decreased expansion 
o* the affected side. 

Percussion may reveal pleural effusion found, 
upon tapping, to be bloody. In the absence of fluid 
the note over the site of the tumor is usually flat. 
This is found over the upper chest anteriorly when 
the main bronchus is involved, the note may then 
be resonant posteriorly. However, atelectasis of a 
whole lobe or a part of a lobe may be present if 
the tumor has obstructed the bronchus, then a flat 
note is demonstrated over the whole area involved 
by the collapsed lobe. 

Breath sounds may be tubular over the area of 
dulness, especially if a tumor in a major bronchus 
has extended anteriorly. Again, there may be dis- 
tant or even absent breath sounds if collapse of 
a lobe is present. 

Bronchoscopic examination may be of invaluable 
assistance in the confirmation of a _ suspected 
bronchogenic carcinoma either because of direct 
inspection of the tumor or because of biopsy 
material. 

Roentgenologic examination is usually of valu- 
able assistance. Heacock and King+ have recently 
discussed this aspect. They point out that in the 
endcbronchial stage the roentgen ray examina- 
tion is practically negative, though even here 
there may be some obstruction to the passage of 
air with obstructive emphysema, and indication 
for bronchoscopic examination. Later, when tumors 
have reached a peri-bronchial stage, a shadow is 
cast, typically at the hilus. Such a lesion may 
sbow an infiltrative picture with irregular borders, 
extending toward the periphery of the lung. Some 
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may be sharply localized lesions however. Though 
emphysema may be associated with an obstructive 
lesion it usually progresses to the more common 
condition of obstructive atelectasis, with the roent- 
gen signs of this state. It might be added that I 
have found lipiodal and the roentgen ray of use 
in several cases, showing in this way, the definite 
site of obstruction of the bronchial lesion. 

Differential Diagnosis. From a consideration of 
o* the above discussion of symptoms and signs, it 
is evident under what circumstances a diagnosis 
of bronchial cancer should be entertained in a 
person within the carcinoma age. 

Tuberculosis. Because of its frequency and the 
symptoms and signs which may ,be present it is 
obvious that this diagnosis is probably the most 
often incorrectly made in the presence of malig- 
nancy. Every active case of pulmonary tuberc- 
ulosis will sooner or later show a positive sputum 
and this must make the diagnosis. The roent- 
gen ray will be of help. Lesions of a lower lobe 
in older age groups should be regarded with 
suspicion as being tumor. 

Pleural Effusions. Error is next most frequent 
in this group. Flatness over a tumor may simulate 
effusion. The exploring needle will settle the ques- 
tion. An effusion may hide a malignant process, 
but usually it will then be bloody. The roentgen 
ray may demonstrate the tumor after evacuation 
of the pleural fluid. 

Aneurism of the Aortic Arch. In recent weeks, 
we have been vividly taught that bronchial cancer 
and aortic aneurism may mimic each other in all 
details. There were two cases, men of about the 
fame age, presenting identical symptoms and signs. 
The roentgen ray examination showed in one a sac- 
cular aneurism of the descending arch of the aorta, 
in the other a tumor of the upper lobe major bron- 
chus. The best tracheal tug the author has seen 
occurred as a result of peri-bronchial extension of 
au cancer to tie the aortic arch to the left bronchus. 

Abscess of Lung. The differentiation of this from 
tumor may be impossible, for a cancer may break 
down with abscess formation with all of the cardinal 
symptoms, signs and roentgen ray data of such a 
condition. History of onset of the abscess may be 
of assistance. An abscess without apparent etiology 
in an older person should be suspected of a milg- 
nant basis. I have seen two abscesses of cancerous 
origin drained by cautery. In one it was unsuspect- 
ed until microscopic study of a section of the ab- 
scess wall; in the other the true nature was re- 
cognized at operation because of the hard wall. 

Collapse of a Lobe. Since bronchial obstruction 
with atelectasis may be part of the picture of 
bronchial cancer, the condition on another basis 
may cause difficulty in diagnosis. Physical signs 
may naturally be identical. Displacement of the 
mediastinal contents to the side of the lesion makes 
the diagnosis of atelectasis which may be true als9 
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in tumor atelectasis, but may not be found if the 
cancer is hilar with extension to the fixation of 
perihilar tissues. However, atelectasis in an old 
person without other cause may raise the diagnosis 
of tumor as the etiology. Bronchoscopic examina- 
tion may be necessary to clear the diagnosis. 

Tumors of Mediastinal Lymph Nodes. Symptoms 
and signs of such conditions may simulate those of 
bronchial carcinamo. The roentgen ray will us- 
ually give the right clue. 

Associated conditions, as tuberculosis, fungus in- 
fection rarely, as reported by Kampmeier and 
Black (5), may cloud the diagnosis in some cases. 

In conclusion it should be emphasized that car- 
cinoma of the bronchus must not be thought of as 
a rare condition, not to be diagnosed clinically. In- 
stead, such a possibility should always be kept in 
mind in any case in which pulmonary symptoms 
and signs make themselves manifest in the older 
decades of life. 


BIBLIOGRAPHY 


1. Levinson, S. A.: Report at American College 
of Physicians, Annual Clinical Session, Chicago, 
i935. 

2. Weller, C. V.: Pathology of certain signs and 
symptoms in primary carcinoma of lung; illus- 
trative cases. Ann. Int. Med. 2:725, 1935. 

3. Funk, E. H. Clinical manifestations of pri- 
mary bronchial carcinoma. J. A. M. A. 95:1879, 
1930. 

4. Heacock, C. H. and King, J. C.: The diagnosis 
of primary carcinoma of the lung. Radiol. 24:452, 
1935. 

5. Kampmeier, R. H. and Black, H. A.: Pul- 
monary aspergillosis in association with bronchial 
carcinoma. Am. Rev. Tubere. 30:315, 1934. 


J. T. NIX CLINIC 
NEW ORLEANS 
At a meeting held in Nevember, Doctor Alfred E. 
Smith presented the following paper. 


MOTTLED ENAMEL 

The study of mottled enamel has thrown some 
very illuminating evidence upon the controversy as 
to the integrity of enamel, particularly that phase 
of it which is based upon the character of the tooth 
itself. 

What do we mean when we say that a tooth is 
“poorly calcified”, assuming in reference to the 
enamel? It may be one of two things: either that 
the enamel rods themselves have a low lime con- 
tent or that the cementing substance between the 
rods is inferior. 

Considering that aside from gross defects as <so- 
called “Atrophy”, mottled enamel is, from the stand- 
point of calcification, the worst and poorest enamel 
of which we have any knowledge, and yet its sus- 
ceptibility to the onset of the carious process is no 
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greater than in what we may term normal enamel. 
Frequently there is a curious absence of decay in 
cases of mottled enamel. 

It is generally accepted that the poisonous action 
ot fluorine which is present in the water supply 
used by the affected persons is responsible for mot- 
tled enamel. : 

BROWN STAINS 

In regard to the brown stain cf mottled enamel, 
we find that in the early of this 
enamel, defect and before it was realized that 
the fundamental damage was the absence of the 
cementing substance between the rods, and also to 
the rods themselves, the condition was variously 
termed “Brown Stain.” Later, however, with a bet- 
ter understanding of the real defect, the name ‘“‘Mot- 
teld Enamel” was given to it by Dr. G. V. Black. 

The iron content of water was at one time be- 
lieved to be responsible for such stains, but this 
theory was eventually disproved. There has been 
some controversy as to whether or not it is really 
possible to stain the structure of the enamel rods 
unless the rods have been previously damaged in 
some such way as decalcification. As bearing on 
the present subject, that is, the relation of the 
“Brown Stain” to the mottled enamel, it is through 
interference with either the ameloblasts or the sra- 
tum intermedium, resulting in the absence of the 
cementing substance and damage to the periphery 
of the rods—the impregnation of any material such 
as the “Brown Stain” would be impossible. 


consideration 


The question as to the route through which the 
pigment gains lodgment within the enamel such as 
from within or without is interesting. Through ex- 
periment on dogs, trypan-blue was injected into the 
peritoneal cavity at the time when the enamel was 
forming, and in which the trypan-blue was perm- 
anently lodged within the enamel tissue upon the 
eruption of the teeth. On the other hand, in the 
same procedure made after the enamel had been 
formed the blue stain failed to appear in the en- 
amel. This would argue that pigmentation of the 
enamel must occur during the formative process of 
the tissue. 

WHY FILL NEWLY ERUPTED TEETH 
THE CAUSE OF THE RAPID DECAY OF 
OCCLUSAL ENAMEL FISSURES 
Enamel is the hardest tissue of the body; it 
therefore admirably fulfills its function of protect- 
ing the teetth against both abrasion and decay. Mic- 
roscopic examinaion of the very common enamel 
fissures definitely shows that the enamel of these 
areas is imperfectly calcified and, in rarer cases is 
even absent. 

The danger of the enamel fissures to the teeth is 
not only that the dentin is sometimes slightly ex- 
posed, but more seriously that enamel fissures al- 


low the indefinite retention of food debris. 


Clinically, as well as histopathologically, enamel 
fissues must be considered as definitely predispos- 
ing the teeth to decay. 

Food debris, in the diet of civilized nations is 
usually composed of a much too high percentage of 
carbohydrates; this ferments readily and produces 
lactic acid. 

Clinical observation shows that occlusal enamel 
fissures decay more readily than those found on 
the buccal, or lingual surfaces of molars, and the 


lingual surfaces of maxillary lateral incisors. This 
clinical observation reveals that the buccal and 
lingual surfaces do not receive as much direct 


stress of mastification, and therefore the acid is not 
pumped into the interior of the tooth in the same 
manner as it is in occlusal fissures. 

It is a long established fact that the approximal 
areas of the teeth are usually not so prone to 
dental decay as the occlusal surfaces. This is due 
to three factors: (1) to the well calcified, smooth 
enamel of the approximal areas; (2) to the lack of 
fissures or defects on these surfaces; and (3) to 
the indirect angle of the force of mastication. 

Fissures are as defective in their enamel struc- 
ture on the lateral surfaces of the teeth as on their 
occlusal surfaces. Therefore this does not explain 
their different reaction to decay, however the de- 
termining factor in this different reaction to dental 
decay is the force of mastication. Enamel fissures 
centain a soft gelatinous mass, the mucous plaque, 
composed of finely divided food debris and mucus. 
Lactic acid is formed through fermentation of car- 
bohydrate foods in and under plaques, these plaques 
seal the orifices of fissures, thus retaining much 
of the acid, and preventing its dilution with saliva. 
Occlusal fissures of molars and bicuspids are ex- 
posed to the direct force of mastilation. This stress 
alternately compresses and distends these plaques 
with their acid content, the plaque sealing the ori- 
fice of the fissure is only slowly permeable. The 
acid cannot escape into the mouth and is therefore 
literally injected into the dentin at the base of the 
fissure. 

Eamel fissures on the lateral surfaces of the 
teeth on the other hand, are noth subjected to the 
direct stress of mastication. Therefore the acid is 
no forced into the depths, hence these decay less 
often and less deeply than enamel fissures on the 
occlusal surfaces. The occlusal surfaces of deci- 
duous and permanent teeth therefore should be crit- 
ically examined for enamel fissures soon after their 
eruption. If any possibility for food retention is 
found by the use of a fine explorer, these areas 
should immediately be made immune by grinding 
and polishing or fillings placed. 

Thé practical conclusions to be drawn from these 
so often reiterated observations are the following: 

(a) The slightest break on the occlusal surfaces 
o£ molars and the bicuspids where the direction of 
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the rods is inclined inwards (conelike), may con- 
ceal a considerable cavity in the interior. This ex- 
plains the cause of the frequent surprise of clin- 
icians in opening apparently minute cavities of these 
teeth. 

(b) Caries on the smooth surfaces of the enamel, 
on the other hand, always has its greatest extension 
on the surface of the tooth and its depth may con- 
sequently be fairly well gauged by the size of the 
orifice of the cavity. Clinicians are therefore rarely 
surprised at the depth penetrations of this class of 
cavities. 

A fissure is an opening in the enamel. This open- 
ing is a vulnerable or weak spot. Its presence makes 
this place susceptible and liable to decay, no mat- 
ter how well or strong the individual may be. It is 
impossible to keep these fissures clean and they 
are always potential centers of decay. It is there- 
fore quite logical to maintain that fissures are the 
primary cause for the susceptibility of certain sur- 
faces of the teeeth to caries. Constitutional condi- 
tions, environments, or certain regions of the mouth 
play a secondary and less important part in the de- 
cay of erupted teeth. 

After the eruption of the tooth no 
change the form or shape of fissures. No mouth 
hygiene can protect these places against the 
destruction of bacteria. Once the bacterial plaque 
is safely lodged within these openings, decay will 
surely follow. 


diet can 


WHAT IS AND WHAT IS NOT A 

A vast majority of fissures are either incom- 
pletely or defectively calcified. There can be no 
such thing as a calcified fissure, either complete 
or incomplete. 


FISSURE 


A fissure is a disunion or gap, it is 
anu opening or hole in the enamel. It may extend all 
the way through the enamel to the dentin or only 
part way. 

We can speak of incompletely calcified cusps or 
defectively calcified enamel, because both have sub- 
stance and form. The reason for the limited and 
retarded adoption of prophylactic odontotomy has 
been largely due to the misconception or incorrect 
mental picture of what constitutes a fissure. 

The universal practice of making fissures im- 
mune either by broadening and polishing or filling 
before decay can start will only be possible when 
all dentists have a clear and definite understand- 
ing of what a fissure really is. We must learn that 
our service is needed before caries is seen. If we 
aim to find carious cavities, we shall have no time 
to practice preventive dentistry. Looking for caries, 
we should train ourselves to look for pits, fissures 
or deep narrow grooves, knowing full well that each 
and every one of these places will become a car- 
ious cavity unless immunized or filled. 

When parents begin to take care of the teeth of 
their children at a sufficiently early age, the future 
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history of the development of dentstry will begin 
to change. 


MERCY HOSPITAL 

Regular monthly meeting of the Mercy Hospital 
staff was held Wednesday, November 6, 1935, Dr. 
Jos. E. Brierre presiding. The scientific program 
consisted of the discussion of three deaths. 

The first case was that of a patient that was 
brought to the hospial October 7, in an unconscious 
state, Resp., 16 Pulse, 164, Temp. 100.6 degrees, 
Pupils equal, did not react to, light, perspiring 
freely. On the morning of the eighth at 2 a. m.,, 
he went into convulsions, his heart became irre- 
gular, he foamed at the mouth and at about 4 a. m., 
he had a second convulsion and then died. Autopsy 
showed extensive hemorrhage with many large 
clots were found about the base of the brain. In 
the posterior possa there was a firm extra-dural 
mass firmly attached to the dura, which occupied 
a position on the left wall of the temporal bone 
corresponding to the inside of the mastoid and ex 
tending anterior into the sphenoid. 


Anatomical diagnosis:—1. Extra-dural posterior 
fossa tumor with hemorrahage at the base of the 
brain (endotheluim). 


2. Internal hydrocephallus. 


The second case was that of pneumonia patient 
who was very sick when admitted with rapid 
pulse and respiration, markedly cyanotic, the blood 
count 15,000 on admittance October 5, the sputum 
showed stapthylococci and streptoccci and types 
1, 2, 3,; total whites went up to 21,000 on the taird 
day, and on the fifth day 26,000. On the fourth day 
after admission patient became very much worse 
and died on the fifth day. Autopsy revealed the 
following: (1) Bronchopneumonia, (2) Emphyema- 
of right pleura, (3) Chronic fibeous pleurisy, (4) 
Chronic myocarditis with hypertrophy, (5) Passive 
congestion of liver and spleen, (6) Chronic inter 
stitial nephritis, (7) Aortitis. 


The third case was that of a man who was ad 
mitted in a  semicomatose' condition 
Cheyne—Stokes breathing, enlarged liver and 
spleen, edema at base of both lungs, rales at the 
apex of the left lung, urine analysis showed 4 per 
cent albumen, few hyaline casts and blood. Patient 
was given intravenious injection of 50 per cent glu- 
cose, patient became progressively worse and died 
following a convulsion two days after entering the 
hospital. Autopsy revealed the following, (1) Bi- 
lateral bronchial pneumonia and edema of the 
lungs, (2) Healed tuberculosis of apex of left lung, 
(3) Toxic myocarditis with hypertrophy, (4) Pas- 
sive congestion of liver and spleen, (5) Chronic 
nephritis, (6) Bilateral pleural effusion. 


with 


R. A. Oriol, M. D., Secretary. 
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FRENCH HOSPITAL 

A regular meeting of the French Hospital Staff 
was called to order Friday, November 8, 1935, at 
8:00 p. m. with Dr. Ader presiding. 

The deaths having occured during the preceding 
month were discussed. Dr. Ader and Dr. Harris 
presented the death of Mrs. F. D., age 66, which 
proved to be of much interest, due to the fact that 
she at such an advanced age had an ovarian ab- 
scess. Dr. Anderson originally called attention to 
the fact that the case was striking, because of that 
reason. Dr. Harris explained that infection prob- 
ably occured by hematogenous route with the or- 
ganisms infecting the place of least resistance, 
which in this case was the old diseased ovary. Dr. 
Baron explained that the patient was moribund be- 
fore operation, but that the operation was effected 
with the hope of giving her every chance and that 
nothing more was done, except to open the abscess 
and drain under local anesthesia. 

Dr Strange then discussed the death of his pati- 
ent, on whom an autopsy was performed. The 
autopsy finding showed the heart to be extremely 
enlarged, the organs gorged and hemorrhagic, the 
coronary arteries calcified and the lungs filled with 
fluid. The death was manifestly due to old age. 

The paper “The Value of X-Ray for Diagnosis of 
Pulmonary Tuberculosis in Children’ was present- 
ead by Dr. Ane with lantern slide demonstration 
of chest plates taken from his cases. The paper 
showed the value of x-ray in tuberculosis of chil- 
dren and the early breakdown of the trachea and 
lymph nodes without associated clinical signs and 
symptons. Another important point brought out 
was the danger of whooping cough or broncho-pneu- 
monia in a chest with actively infected tuberculous 
lymph nodes, and also the allergic effect of repeat- 
ed doses of tubercule bacilli. 

The paper was discussed briefly by Dr. Menville. 
He pointed out the necessity for x-ray to establish 
early diagnosis. 

In the presentation of interesting cases, Dr. M. 
J. Lyons discussed a case of his with a large tumor 
mass to the left of the epigastium, but not connect- 
ed to the stomach and apparently not attached to 
the liver. Because of the fact that the case was 
not completely worked up the discussion was defer- 
red to another date. 

The application of Dr. E. Lubritz was accepted by 
the membership committee. 


N. J. Tessitore, M. D., Secretary. 





HOTEL DIEU 
The regular monthly meeting of the Hotel Dieu 
Staff was held on Monday, October 21, 1935 at § 
p. m. sharp in the Nurses’s Lecture Room, with 
the President, Dr. Val H. Fuchs, presiding. 
The Scientific Program consisted of “A Case of 
Adenocarcinoma of the Right Adrenal Gland with 
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Symptoms of Addison’s Disease” by Dr. J. M. Per- 
ret. 


The patient was admitted to Hotel Dieu on 
April 4, 1935 and died in the institution on Septem- 
ber 16, 1935. His present and final illness began in 
January, 1935, with fever in the afternoon and at 
night, cough and expectoration and night sweats. 
He was treated for a left side pleurisy and al- 
though the pleural symptoms improved the fever 
continued and he remained weak. He suffered from 
an attack of hemoptysis a week before his admis- 
sion to the hospital. His past history was excel- 
lent: he never suffered from any serious illness nor 
had he been operated on. The family history was 
negative. 

Physical Examination: Height, 5 ft. 7 in., weight 
about 110 pounds. Temperature, 100, Pulse 92, Res- 
pirations 24, Blood Pressure 120-75. The general ap- 
pearance was very bad. The patient was very weak 
and greatly emaciated. The skin was of a peculiar 
color, yellowish black or perhaps bronze. Scattered 
on the chest were numerous melanotic moles. The 
extremities were negative. Chest: Heart was 
rapid. Aortic second sound. The perpipheral 
arteries showed marked arteriosclerosis. Lungs: 
Peribronchial infiltrations of both lungs. Dullness 
and diminished breath sounds at the left base. 
Abdomen: The abdominal wall was relaxed. Thé 
liver was just palpable. The other viscera were not 
felt. (4-25-35). 

A pleural friction sound was heard in the left 
infra-clavicular space and high pitched breath 
sounds over right infra-clavicular space on August 
21, 1935. 


Laboratory Examinations. 103 were made. 


Sputum was examined 47 times. It was thin, con- 
tained elastic tissue and some pus. Staphylococci, 
streptococci, pneumococci, M. catarrhalis were 
ever present. 


Urine was frequently examined. A trace of al- 
bumin was present in some of the specimens. Mi- 
closcopically: hyaline, coarsely granular casts and 
a few pus cells were present. 

No bile, no urobilinogen nor urobilin was found. 
Phenol-sulphon-phthalein test: 10 per cent first 
hour, 15 per cent second hour, 25 per cent total. 

Feces: Several specimens were examined. No 
ova, intestinal parasites, ameba or tubercle could 
be found. One specimen showed pus and red blood 


cells. Culture of the stools for ameba was nega- 
tive. 
Blood: Culture was negative. 


Agglutination tests for typhoid, Malta fever and 
tularemia were negative. Repeated examinations 
for malaria were negative. The Wassermann and 
Tchernogubou reactions were negative. 

Blood Chemistry: N.P.N. 33 mg. per 100 c¢. e.., 
urea nitrogen 16.5 mg. per 100 c. c., creatinine 0.8 
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mg. per 100 c. c., sugar 96 mg. per 100 c. c. Icterus 
index, 8. Diagnosis was difficult and puzzling. 

Fragility of Erythrocytes: Range: beginning 
hemolysis 0.34 per cent NaCl, complete 0.20 per 
cent NaCl. Normal is 0.38 to 0.28. Therefore the 
erythrocytes are more resistant and their fragility 
is diminished. 

Total white count varied between 6,000 and 15,- 
500. The total red count between 2,400,000 and 
1,150,000. The hemoglobin between 45 per cent and 
5d per cent. The color index between 0.6 and 0.9. 
The differential count: small lymphocytes between 
% and 30, large mononuclears 0 and 2, neutrophiles 
68 and 91. 

A Schilling count showed myelocytes 0, metamy- 

elocytes 20, staff 40, segmented 30: marked shift 
to left. Reticulocyte count was 4 per cent. 
Roentgen ray Examination. Increased density in 
the left apex and multiple areas of calcification 
in this region. Conclusion: Old T. B. left apex. 
(April 24, 1935). 

Sacrum: Negative for bone or joint pathology 
(May 10, 1935). 

No change from chest findings seen in previous 
examination. Marked scoliosis to the right in mid- 
dorsal region. (May 13, 1935). 

G. I. barium enema: Markedly spastic colon. Gall 
bladder no evidence of biliary calculi. (August 5, 
1935). 

Clinical Course: The patient became progressive- 
ly weaker and emaciated. He perspired freely; 
throughout his stay in the hospital (April to Sep- 
tember), except for the last three days of his ill- 
ness, which were afebrile, he ran an intermittent 
temperature which would reach 101° F to 102° F. 
The respirations remained around 20 and the pulse 
varied between 80 and 90. Towards the end of his 
illness he complained of distention and diarrhea 
and developed some edema of the external genitals. 
In spite of all the examinations and observations 
made, I believe that every one who saw this case 
had some honest doubt as to what was the real 
diagnosis until the final microscopic examination 
of the tissues obtained at autopsy was made. 

There was no paucity of diagnoses entertained: 
umong these were tuberculosis, Addison’s disease, 
chronc malaria, melano-sarcomatosis, abscess of the 
liver, pyelo-nephritis, tuberculous enteritis and 
pituitary cachexia. 

Of course, it is now realized that no one unless 
possessed of an uncanny diagnostic acumen could 
have made the diagnosis of carcinoma of the ad 
renal, Dr. Jamson is to be congratulated on the fact 
of having entertained Addisons disease as a prob- 
able diagnosis. A few remarks here on Addison’s 
disease and tumors of the adrenals may not be out 
of place. In the words of Addison, the disease 
which he was the first to describe is characterized 
by “anemia, general languor, or disability, remark- 


able feebleness of the heart’s action, irritability of 
the stomach, and a peculiar change of color in the 
skin.” The disease is rare. Osler saw 17 cases in 
21 years in the U. S. During the past 16 years I 
have made more than 20,000 physical examinations 
and this is the only case that I have encountered. 
It is more common in men than women, thus of 
183 cases collected by Greenhow, 119 were males, 
64 females. It usually occurs between 20 and 40 
years and may last a few weeks to ten years. Patho- 
logically there may be found tuberculosis, simple 
atrophy, inflammation, or malignant disease of the 
adrenals or no lesions of the adrenals themselves 
but pressure or inflammation involving the semi- 
lunar ganglia. The fibrocaseous lesion due to 
tuberculosis is by far the most common condidtion 
found. Tumors of the adrenals may arise from the 
medulla or the cortex. They are rather rare. Of 
40,412 hospital admissions Stout found 38 neo- 
plasms: 17, primary, 21, secondary. Of these pri- 
mary tumors, 15 were cortical adenomas, 1 associat- 
ed with melanotic pigment. Gibson in 46,000 ad- 
missions found 4 adrenal tumors, 2 cortical, 2 
medullary. At times small benign tumors are found 
at autopsy and which had caused no symptoms. 
Malignant tumors of the adrenals often arise from 
ectopic cell rests in the kidneys, liver, retroperiton- 
eal tissues, ovary, uterus or testis. A case is re- 
ported of a malignant melanoma which probably 
originated in a pigmented mole and secondarily in- 
volved the adrenal. Briefly it may be said that 
cortical cell tumors are associated with virualism 
in the female and sexual precocity in the male in 
case of children, while in the adult symptoms of 
pseudo-hermaphroditism appear. If the medullary 
portion is stimulated there may be an elevation of 
blood pressure. Destruction of both cortex and 
medulla results in the Addisonian syndrome: the 
loss of the medulla causing low blood pressure and 
that of the cortex causing asthenia and low meta- 
bolic rate. 


Treatment was purely symptomatic. Several 
transfusions were given. We did not use any prep- 
aration of the cortical hormone of the suprarenal 
gland. Organotherapy could have had no curative 
result as the case was a carcinoma. 

It is interesting to note that Rowntree, Greene, 
jall, Swingle, and Pfiffner of the Mayo Clinic in 
1931 reporting on the results of 20 cases treated 
with the cortical hormone of the suprarenal gland 
as prepared by Swingle and Pfiffner in 1930 were 
so pleased with the results obtained that they state 
that in their opinion “a new and specific agent of 
value in organotherapy” has been found. 

Some of the autopsy findings will now be briefly 
noted. 

The skin is of a light bronze color. The muscles 
are atrophied all over the body. A very hard gland 
about the size of a pecan was found in the left 
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portion of the mesentery. About 400 to 500 c. c. of 
a thin straw colored transudate were present in 
each pleural cavity. The right lung is collapsed 
and the apex is adherent by many bands of old ad- 
hesions; near the apex are old healed tuberculous 
lesions and areas of congestion throughout. About 
100 ¢. ec. of thin, straw colored fluid were present 
in the pericardial cavity. The coronary vessels are 
tortuous and the arteries are hardened; the left is 
almost occluded by an elevated plaque. Small 
nedules are found on the leaflets of the tricuspid 
valve. The walls of the heart are very friable and 
of an olive brown color. A few irregular plaques, 
both white and calcified are present in the aorta. 
The liver and spleen are moderately enlarged. The 
gall bladder and bile duct systems are negative. The 
right kidney has its surface studded with four or 
five small discrete white nodules, which are rather 
firm in consistence. Several of these are also pres- 
ent in the adjacent connective tissue. The right 
adrenal gland is intact and upon gross inspection 
shows no gross abnormalities. The bladder, pro- 
state, sigmoid and rectum are negative. The brain 
is not disturbed. 
Microscopic Findings. 
of bronchiectasis, 


Broncho-pneumonia, areas 
atelectasis, marked fibrosis; 
chronic passive congestion and early central cir- 
rhosis of the liver; adeno-carcinoma of right ad- 
renal, metastases to kidney and perinephritic tis- 
sve; chronic interstitial nephritis. Marked fibrosis 
around seminiferous tubules; chronic fibrous pro- 
statitis. 

Final Diagnosis. Broncho-pneumonia; adeno-car- 
cinoma of right adrenal with metastases to kidney 
and perinephritic tissue; generalized arterio-scle- 
rosis of left coronary artery; chronic myocarditis 
and endocarditis; healed tuberculosis of left apex 
and collapse of left lung. 

This paper was discussed by Drs. S. 
and M. Couret. 


C. Jamison 


The program also included “Renal Tuberculosis” 
(case) by Dr. R. M. Willoughby. Discussed by 
Dr. H. W. E. Walther. 

“Office Observations of Leukorrhea with Special 
Reference to the Trichonoma Vaginalis” by Dr. J. 
I. Isaacson. Discussed by Dr. L. A. LeDoux. 

The meeting then resolved into Executive Ses- 
sion and was adjourned at 10:00 p. m. 


HOUSTON HOSPITAL 

At the regular monthly staff meeting of Houston 
Hospital three prominent Memphis physicians were 
guests on the program. Dr. Edward Clay Mitchell 
of the Department of Pediatrics of the University 
of Tennessee Medical School read a paper on 
“Some Infections of the Urinary Tract in Chil- 
dren,” which was discussed by Drs. John J. Shay 
and George R. Livermore. 
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An oyster supper was served for thirty visiting 
physicians, and delightful music was furnished by 
the Music Department of Bennett Academy, Math- 
iston. 

Douglas D. Baugh, 
Secretary. 


VICKSBURG HOSPITAL AND CLINIC 
STAFF MEETING 

The regular staff meeting of the Vicksburg Hos- 
pital and Clinic was held October 10. It was re- 
ported by the secretary that no cases of mortality 
had occurred during the preceding month. Reports 
covering the activities of the various departments 
were read and analyzed. 

The following scientific program was then pre- 
sented, after which lunch was served and the 
meeting was adjourned: 

1. Some General Remarks Concerning 
nancy, With Case Report.—W. H. Parsons. 

2. Review of the Recent Literature in Regard 
to Formation of Rental Stones.—T. P. Sparks, Jr. 

3. Demonstration of X-Ray Films.—W. K. Purks. 

4. Discussion of Recent Literature by the Staff. 

Abstract.—Lymphosarcoma of Tonsil.—Dr. W. H. 
Parsons. 

The patient, a white female, 53 years of age, 
registered at the Vicksburg Clinic, September 4, 
1934. 

The family history was not remarkable, except 
that a number of relatives had died of hypertensive 
heart disease. The patient had suffered one mis- 
carriage. There were five children living and well. 

Her general health had been excellent. She had 
suffered the usual simple diseases of childhood 
and on several occasions since had had rather 
severe attacks of malaria. Ten years ago she was 
diagnosed elsewhere as having “acute colitis’’ and 
four years ago she developed hypertensive heart 
disease. ‘’here have been no other illnesses of 
magnitude, the patient had never been previously 
hospitalized. 

In the fall of 1933, the patient being uncertain 
as to the exact month, without apparent cause 
there developed what she described as a “knot in 
the left side of the throat.” At that time there 
was no pain and no treatment was used. The 
condition spontaneously seemed to grow better. 
About July 1, 1934, that is two months previous to 
registration, she once more became conscious of a 
feeling of swelling in the throat, which the patient 
attributed to her tonsils. Soreness then developed, 
but not of severe grade. There had been no par- 
ticular pain although recently there was some dis- 
comfort. On September 3, 1934, that is the day 
before admission, considerable blood was expec- 
torated from the mouth. 

The gastro-intestinal 
negative. 


Malig- 


history was. essentially 
The appetite is reasonably good. There 
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was no history of dyspepsia, the patient was able 
to eat whatever she desired without discomfort. 
There had been no significant change in bowel 
habits. Blood had never been passed per rectum 
nor had abdominal pain, jaundice, hematemesis or 
melena occurred. There was some shortness of 
breath, quite marked on exertion. There had 
been no unusual headache nor edema of the ex- 
tremities. There had been mild precordial pain. 

There had been occasional nocturia. The stream 
had always been free. Control had been perfect. 
The act of micturition at no time was accompanied 
by pain nor had blood or calculi been passed. 

The climacteric was reached a number of years 
ago. At that time there were mild hot flashes 
with nervousness. All labors had been spontaneous 
and postpartum convalescence in each instance 
had been uneventful. 

Physical examination showed a middle aged, 
under nourished white female. The skin and 
mucous membranes were definitely sallow in color. 
The pupils were contracted, but reacted normally 
both to light and accommodation and none of the 
stigmata of goitre were noted. The posterior cer- 
vical glands were not palpable. There were a few 
cervical glands felt along the anterior surface of 
each side of the neck. They were not unduly hard 
and the impression gained was that they were not 
metastatic. The thyroid was normal in position 
and to palpation and auscultation was normal. 
Oral hygiene was only fair. A large ulcerated 
growth invading the entire tonsil and the con- 
tiguous tissue was noted. Both pillars had been 
completely destroyed. The appearance was that 
usually noted in lymphosarcoma and it was felt 
that this condition was present and that the out- 
look was exceedingly poor. The head and neck 
otherwise were not remarkable. 

Examination of the chest showed it to be essen- 
tially normal. There were no abnormal areas of 
dullness, the breath sounds were normal. The 
heart sounds were rather faint and it was felt by 
the consultant that considerable myocardial dam- 
age with probable coronary disease was present. 
The blood pressure was systolic 170, diastolic 100. 
The electrocardiogram revealed nothing of further 
significance. The abdomen revealed no masses, 
areas of tenderness or digidity. The edge of the 
liver, the spleen and kidneys were not palpable 

General study otherwise was not remarkabie. 

Roentgen ray study of the chest and of the long 
bones showed no evidence of metastatic growti:. 

The patient was hospitalized, a fragment of tissne 
was removed for biopsy and the following report 
was obtained: 

“Section shows a surface lining of stratified 
epithelium that is slightly hyperplastic. There is 
a rather dense round cell infiltration just below 
the mucous membrane. Practically all the speci- 


men below the mucosa is composed of active. 
growing groups of cells with rather faint stroma in 
which there are only a few blood vessels. There 
are many mitotic figures and most of the cells 
have large vesicular nuclei of an irregular size 
These cells seem to be of lymphoid tissue origin 
rather than from epithelial tissue and the arrang: 
ment is that of a sarcoma. Histologic diagnosis: 
Lymphosarcoma.” 

The patient was hospitalized and under local 
anesthesia, after preliminary vascular tests had 
been made, I ligatured the left common carotid 
artery. Radium was then applied to the growth 
by my associate, Dr. I. C. Knox. 

The patient’s postoperative convalescence was 
entirely uneventful. The sutures from the wound 
in the neck were removed in the usual time and 
the wound healed cleanly. The patient was allowed 
to leave the hospital on the fifth postoperat've day. 

This patient has reported to the Clinic at in- 
tervals since and there is now no evidence present 
of the original growth. She feels quite well, is 
able to take full diet, has gained considerable 
weight and considers herself well. How long this 
happy state of affairs will continue is, of course, 
a matter of uncertainty at this time. 





VICKSBURG HOSPITAL AND CLINIC STAFF 
MEETING 
November 14, 1935 

1. Tetanus.—Dr. I. C. Knox, 

2. Special Problems in Diagnosis and Treat- 
ment of Rheumatic Heart Disease.—Dr. W. 
K. Purks. 

3. Discussion of Recent Literature.—Staff. 

4. Demonstration of X-ray Films.—Dr. W. K. 

Purks. 

Abstract.—Rheumatic Heart Disease, Mitral 
Stenosis, No Symptoms Until Onset of Auricular 
Fibrillation Forty-Three Years After the Initial 
Lesion.—Dr. W. K. Purks. 

Mrs. J. W. B., a white female, aged 58 years, 
was admitted to the hospital, August 28, 1935, 
complaining of weakness and easy fatigability. 
Her family history was negative for vascular dis- 
ease and remarkable for longevity. 

Martial: She had been married forty years. 
Had eight children living and well. There haé 
been one stillbirth. Husband is at present livins 
and well. 

Social habits and occupation essentially irrele- 
vant as regards her present complaint. 

Past History: She had the usual childhood dis- 
eases without complications. She had no signi- 
ficant sore throat in childhood. She did, however, 
have frequent nose bleeds. No history of grow- 
ing pains or rheumatic manifestations. At age of 
16 years she had a typical attack of chorea which 
necessitated several months of guarded  con- 
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valescence. At the age of 28 years she had typhoid 
fever without complications. A further review of 
her past history with relation to the various 
systems discloses no significant abnormalities ex- 
cept as related below in present illness. 


Present Illness.—Up until March 14, 1931, the 
patient considered herself perfectly well though 
she had at times noticed slight shortness of breath 
on exertion. On the above named date she de- 
yeloped a mild attack of what was diagnosed as 
influenza. She only had low grade fever and did 
not at first consider consulting a _ physician. 
However, after remaining in bed for one week she 
still felt fairly badly. One day upon attempting 
to walk across the floor she suddenly became 
aware of palpitation and marked shortness of 
breath. The episode made a very definite im- 
pression upon the patient and she immediately 
called her physician who advised her that she had 
heart disease and must remain in bed for some 
time. She then remained in bed for about two 
weeks and upon getting up again was troubled 
with shortness of breath and palpitation. From 
this date forward she has at intervals been re- 
quired to remain in bed for periods of weeks or 
sometimes months because of palpitation and 
shortness of breath though for the most part she 
has recently been fairly well and leads a reason- 
ably active life. A recent attack of coryza lowered 
her cardiac reserve and increased the amount of 
palpitation and was responsible for her present 
admission to the hospital. 

Physical examination was of no importance ex- 
cept insofar as it concerned the cardiac condition. 
There was no engorgement of neck veins. There 
were no abnormal pulsations in the neck and no 
tracheal tug. The cardiac impulse was best seen 
and felt in the fifth interspace, ten centimeters to 
the left. It was of a full thrusting character and 
irregular in rhythm. Percussion showed the left 
border of dulness to correspond with the location 
of the apex by palpation. There was no enlarge- 
ment made out to the right and no increase in 
retromanubrial dulness. There was no _ apical 
thrill. Auscultation showed the heart sounds to 
be grossly irregular. The first sound at the apex 
was markedly accentuated. It was followed by a 
systolic murmur, grade 3-plus. The second sound 
at the apex was soft and was followed by a 
definite mid-diastolic murmur. There was, how- 
ever, no presystolic accentuation of this murmur. 
There was no diastolic murmur in the aortic area. 
Heart rate was 100 to the minute. Blood pressure 
was 130/75. The lungs were entirely negative. 

Laboratory Findings.—The routine blood and 
urine studies disclosed Kahn negative, red blood 
count 4,820,000, hemoglobin 72 per cent (Tallqvist), 
white blood count 9,000, with a normal differential 
ccunt. No malaria was found. Fasting blood 
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sugar was 143 mg. per cent. The urine showed a 
specific gravity of 1.014, was alkaline in reaction. 
There was the slightest trace of albumin and a 
few leukocytes in the sediment. Basal metabolic 
rate was plus 7.5 per cent. 

A teleo-roentgenogram of the heart showed it 
markedly dilated and hypertrophied, the major 
part of the enlargement involving the right ven- 
tricle. There was definite fulness in the region of 
the left auricle, producing a relatively straight left 
cardiac border. This heart silhouette was con- 
sidered characteristic of mitral stenosis and sub- 
sequent fluoroscopy of the chest showed the left 
auricle to be markedly enlarged, almost completely 
filling the posterior mediastinum. At fluoroscopy 
no intra-cardiac calcification could be made out. 


Electrocardiograms showed auricular fibrillation. 





VICKSBURG SANITARIUM STAFF MEETING 


A regular meeting of the staff of the Vicksburg 
Sanitarium was held November 13 with twelve 
members and three guests present. After a supper 
served at 6:30 P. M., the meeting was called to 
order by the president, Dr. R. A. Street, Jr. Re- 
ports were received from the records department 
and discussed. 

Dr. F. Michael Smith, director, Warren County 
Health Department, presented a report of vital 
statistics for the month of October. 

Special case reports were presented as follows: 

1. Toxic Goitre of the Poor Risk Type.—Dr. A. 

Street. 
2. Empyema of the Gallbladder.—Dr. J. A. K. 
Birchett, Jr. 
3. Pernicious Anemia—Progress’ In 
Cases.—Dr. L. J. Clark. 

Dr. L. S. Lippincott reported the recent meeting 
of the North Mississippi Medical Society at Oxford 
and Dr. R. A. Street, Jr., reported the recent meet- 
ing of the Interstate Postgraduate Medical Assem- 
bly at Detroit. 

A number of selected radiogaphic studies of 
pulmonary tuberculosis were demonstrated. 

The next meeting of the staff will be held De- 
cember 11. 


Several 


Leon 8S. Lippincott, 
Secretary. 





Abstract: Toxic Goitre of the Poor Risk Type. 
--Dr. A. Street. ‘. 

Patient—White female, aged 55 years, married; 
has eight healthy children; no miscarriages; oc- 
cupation housewire; admitted to Vicksburg Sani- 
tarium July 2, 1935. 

Chief Complaint.—Pain in precordial area, ra- 
diating down left arm, followed by drowsiness, in- 
ability to take food and virtually comatose condi- 
tion. Acute for one week. 
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Present Illness.—Losing weight for one year 
(35 pounds). Appetite excessive until eight days 
ago when anorexia occurred. Some blurring of 
vision and spots before eyes. Some choking sen- 
sation. There has been cough and thick foul yel- 
low serum, more in the morning. Bowels consti- 
pated. No nocturia. Has tolerated cold weather 
exceptionally well and hot weather poorly. A 
diagnosis of goitre had been made three weeks 
before admission at which time basal metabolic 
rate was said to have been over one hundred per 


cent. She had been given iodine. Blood pressure 
said to have been 190. History obtained from 
family. 


Previous History.—No typhoid; no accidents; no 
operations; no rheumatism; 
diphtheria. 


no scarlet fever; no 


Family History.—Father died at age 98 years, 
mother at age 85 years; one brother living and 


well; one sister living and well. No tuberculosis 
or cancer. 

Physical Examination—Well developed, ade- 
quately nourished—Prostrated and semicomatose. 


Temperature 98.2°F.; respiration 20; pulse 122; 
blood pressure 110/50. Skin slightly cyanotic, 
moist and warm. Marked exophthalmos; pupils 
eaual and react. Thyroid enlarged (+++), firm 
and nodular. Knee jerks present and equal. 
Lymph nodes not enlarged. Tongue dry and coat- 
ed. Teeth in good condition. Pharynx not re- 
markable; tonsils small with no evidence of in- 
flammation. Pulmonary resonance normal; normal 
voice and breath sounds; no rales. Heart mod- 
erately enlarged, perpetually irregular and rapid. 


Abdominal, pelvic and rectal examinations show 
nothing remarkable. 
The impression was that the patient had a 


thyrotoxic background but that the 
condition was cardiac 
ease and auricular 
10 per 


immediate 
with coronary artery dis- 
fibrillation. Given 500 cc. of 
cent glucose solution intravenously, dig- 
italis intramuscularly, and morphine as neces- 
sary. There was marked improvement and iodine 
therapy was continued. 


Clinical Laboratory.—Blood count not remark- 
able. Urine, July 2, showed 0.63 per cent sugar; 
subsequently nothing remarkable except very 
slight trace of alubmin and rare finely granular 
casts. July 3, urea nitrogen was 21.5 mg. per 100 
ce. and sugar 170 mg. Sputum was purulent; no 
tubercle bacilli found. Basal metabolism July 5, 
was plus 83 per cent. Blood Wassermann (three 
antigens), Kline and Young, Kahn and Eagle floc- 
culation tests were all negative. 


Electrocardiographic Study, July 5, by Dr. L. J. 
Clark, showed definite evidence of coronary artery 
disease. 
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After the third day of rest and treatment the 
picture changed from that of cardiac decompen- 
sation to one predominantly thyrotoxicosis. 

The precordial pain subsided. The pulse 
rapid but regular. Stupor was replaced by mental 
alertness. There was marked restlessness and 
marked tense tremor. The blood pressure increas- 
ed from systolic 100 and diastolic 50 to systolic 190 
and diastolic 70. Exophthalmos was more marked. 
In view of the fact that the patient had been tak- 
ing iodine for three weeks already it was not felt 
that she would very likely arrive at an operable 
condition on that therapy alone. She was placed 
on a high carbohydrate, high fat, and low protein 
diet and was given insulin properly checked by 
Dr. L. S. Lippincott. Roentgen ray therapy, 125 
KPY, Filter VI Al. was given to thyroid region be- 
ginning on July 5 and continuing daily, 300 R each 
day, until a total dose of 1000 R was given. Dis- 
charged from hospital July 14 to continue same 
regime and to report back in two weeks. General 
condition was much improved but metabolic rate 
was unchanged. 

Readmitted July 28. 
charge from hospital. 
continued diet. 
and regular. 


was 


Has felt well since dis- 
No precordial pain. Has 
Blood pressure 160/70; pulse 110 
Taking 1-14 grains of digitalis each 
night. Exophthalmos and tremor are marked. 
Skin is moist. Hands are warm. Marked bruit 
in region of upper pole of each lobe of thyroid. 
Clinical Laboratory.—Urine shows sugar 0.45 per 


cent. Hemoglobin 82 per cent; erythrocytes 
3,700,000; leukocytes 12,600; normal differential 
count. Blood urea nitrogen 4.28 mg. per 100 cc.; 


biood sugar 91 mg. Basal metabolic rate, July 29, 
plus 44 per cent. Total blood plasma proteins 
10.29 per cent. 


Patient discharged on August 4 on same medica- 
tion and diet including iodine therapy, and in ad- 
dition, liver extract and iodine by mouth, to return 
September 1. 


Readmitted September 1. Has done well until 
last three days when she became tired of her diet 
and developed slight nausea and anorexia. Physi- 
cal examination showed pulse 122; temperature 
98.6°F.; respiration 20. Same definite findings of 
hyperthyroidism as noted before. Blood pressure 
170/100. 

Clinical Laboratory.—Urine showed slight trace 
cof albumin; no sugar. Hemoglobin 87 per cent: 
leukocyte count normal; total plasma proteins 7.67 
per cent basal metabolic rate, September 2, plus 
61 per cent; September 5, plus 49 per cent. 

Ligation of right superior thyroid artery was 
performed September 7. This procedure was well 
tolerated. 


Basal metabolic rate, September 
cent. 


3, plus 50 per 
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Ligation of left superior thyroid artery was per- 
fermed on September 14. This was well tolerated. 

Basal metabolic rate, September 18, plus 47 per 
cent; September 28, plus 30 per cent. 

Discharged September 29. Diet during this stay 
had been unrestricted but with additional carbo- 
hydrate feeding and with insulin administration. 
Pulse on discharge 88 and regular. General con- 
dition improved but still strikingly hyperthyroid 
in appearance. Instructed to return October 15 
and to continue to take iodine and high caloric 
diet. 

Readmitted October 15. Temperature 98° F.; 
pulse 86; respiration 18; pulse regular. General 
appearance improved but still typically hyperthy- 
reid. Blood pressure 165/70; basal metabolic rate 
October 16, plus 36 per cent; October 19, plus 
31 per cent. 

Subtotal thyroidectomy was done October 22 
under local anesthesia. Owing to large size den- 
sity of the gland operation was definitely more 
difficult than usual but patient did not complain 
and it was not necessary to supplement the local 
anaesthesia with gas. Operation was well tolerated. 
Highest temperature after operation 101°F. 

Discharged November 6. Wound healed by pri- 
mary union except for site of small drain. At 
time of discharge clinical picture was very definite- 
ly changed. The only residual evidence of hyper- 
thyroidism was the exophthalmos. Calm, com- 
posed, and of impressively normal appearance. 
Weak but gaining strength rapidly and able to 
walk about hospital. 

Tissue Pathology.— Microscopic examination 
showed hypertrophy and hyperplasia of exophthal- 
mic type, with little colloid and some lymphoid 
hyperplasia. Scattered through both lobes were 
several small to medium sized nodules of adenoma. 

Remarks.—I am glad to present the record of 
this case because it seems to be one of a definite 
and important type. Treatment was begun on 
July 2. The patient at that time showed evidence 
which was considered to indicate positively un- 
justifiable operative risk regardless of iodine 
therapy. Iodine therapy, roentgen therapy and li- 
gations were used along with rest and forced feed- 
ing. Operation was not done until there was evi- 
dence that the operative hazard was low and this 
required a period of treatment and careful obser- 
vation from July 2 to October 22, almost four 
months. Another type of case is one in which 
iodine can be given for ten days and the patient 
will then be found in good condition for subtotal 
thyroidectomy. I want to emphasize that all cases 
do not fall into that class. 





VICKSBURG SANITARIUM STAFF MEETING 


Abstract—Empyema. of the Gallbladder.—Dr. J. 
A. K. Birchett, Jr. 


Patient—Negro female, aged 65 years, admitted 
to Vicksburg Sanitarium October 14. 

Present Illness—Severe pain in abdomen which 
began one week ago, associated with nausea and 
vomiting. Twelve hours after onset a mass ap- 
peared in the right lower quadrant of abdomen, 
very tender on palpation. That night began to 
have rigors which have been continuous since. 
Fever has been as high 103°F. There has been 
no diarrhea; bowels have moved normally. Her 
home doctor made a diagnosis of acute appendi- 
citis with abscess and advised hospitalization for 
surgical treatment. 

Past History—Indigestion for past ten years. 
Feels as if there was a lump in the throat follow- 
ing ingestion of food and at times spits up food; 
has suffered with severe constipation. Had “flu” 
and pneumonia in 1918. Has had twelve normal 
deliveries. 

Family History—No tuberculosis or cancer. 

Physical Examination—Undernourished, fairly 
well developed, complaining of severe pain in ab- 
domen. Temp. 100°F.; pulse 110; blood pressure 
140/80. Sclerae jaundiced. Pelvic examination 
shows atrophic structures commensurate with the 
age of patient. Urine very dark; catheterized spe- 
cimen apparently contains bile. Right side of ab- 
domen rigid with mass size of a large orange in 
appendiceal region, i. e., to right of umbilicus and 
mesial to iliac crest, and acutely tender on pres- 
sure. 

Clinical Laboratory—Hemoglobin 87 per cent; 
erythrocytes, 4,150,000; color index 1; reticulocytes 
0.2 per cent; leukocytes 9,900; differential leuko- 
cyte count, small lymphocytes 18 per cent, large 
lymphocytes 7 per cent, monocytes 2 per cent, poly- 
morph. neutrophils, mature 51 per cent, band 
forms 21 per cent, eosinophils 1 per cent; no ma- 
laria found. Blood Wassermann, Kline and Young, 
Kahn and Eagle flocculation tests, negative. Ic- 
terus Index 35. Urine:Cloudy, acid, large trace of 
albumin, sugar 1 per cent, large trace of bile, num- 
erous leukocytes, some fresh red blood cells. 

Procedure—With the history of acute gastro in- 
testinal symptoms for several years, the advent of 
at acute abdominal crisis with evidence of sepsis 
and jaundice made us feel that we were dealing 
with an obstructive lesion of the gallbladder. The 
patient though considerably shocked and some- 
what septic, we advised immediate surgical inter- 
ference, possibly drainage of empyema of the gall- 
bladder. Glucose was given intravenously as sup- 
pertive measure with calcium, grains 10, to assist 
in promoting coagulation. Under local anaesthe- 
sia, a right rectus incision was made over the mass, 
which proved to be an immense gallbladder, being 
at least ten inches from the fundus to the region 
of cystic duct. There was beginning gangrene in 
the fundus. The condition of the patient and her 
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«ge and the presence of adhesions about the ducts 
which would require tedious dissection and in- 
crease the risk of hemorrhage if cholecystectomy 
wus performed influenced us against this proce- 
dure. Therefore, the gallbladder was aspirated and 
the bile and purulent material evacuated and many 
sand-like stones were removed from the cystic duct 
and gallbladder. There were 361 stones from size 
of millet seed to pea and large amount of putty 
like material which was removed with curet scoop. 
This material was firmly packed in cystic duct and 
was causing direct obstruction of duct and the 
mass formed by it was the cause of the obstruction 
of common duct by pressure. A resection of the 
gangrenous portion of the fundus of gallbladder 
which was approximately the distal third was done. 
A No. 22 catheter was placed in the opening and 


the wall of gallbladder was closed about it 
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Ly two layers of continuous catgut sutures and 
fixed to the parietal peritoneum. No other anaes- 
thesia was used, but the local, which was preceded 
by a two-hundredth of hyoscine and one-eighth of 
morphine, which proved sufficient. 

Follow-Up.—The patient was given daily calcium, 
grains 10. In twenty-four hours there was normal 
bile drainage from the cholecystotomy tube. There 
was a gradual drop of temperature which was 
normal at the end of the fourth day. The jaundice 
began to clear from the sclera and the urine began 
to be jaundice free; able to take soft diet on the 
sixth day and the cholecystotomy tube was re- 
moved on the twelfth day. Patient was discharged 
on the thirteenth postoperative day. General con- 
dition good and has returned to the outpatient 
department and dressed on several occasions, and 
the condition is excellent. 


TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


DECEMBER 2 Eye, Ear, Nose and Throat 
Hospital Staff, 8 P. M. 

DECEMBER 4. Clinico-Pathological Conference, 
Touro Infirmary, 11:15 A. M. to 12:15 P. M. 

DECEMBER 4 Mercy Hospital Staff, 8 P. M. 

DECEMBER 6 Patholegical Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 

DECEMBER 9 ORLEANS PARISH MEDICAL 
SOCIETY, 8 P. M. Stanford E. Chaille Memorial 
Oration and Memorial Meeting. 

DECEMBER 11 Touro Infirmary Staff, 8 P. M. 

DECEMBER 13 Pathological Conference, Hotel 
Dieu, 11 A. M. to 12 Noon. 

DECEMBER 13 French Hospital Staff, 8 P. M. 

DECEMBER 14 Election of Officers for 1936, 
Orleans Parish Medical Society. Balloting shall 
take place between 10:00 A. M. and 12:00 Nocn; 
2:00 and 5:00 P. M. and 7:00 and 8:30 P. M. 

DECEMBER 16 Hotel Dieu Staff, 8 P. M. 

DECEMBER 17 Charity Hospital Medical Staff, 
8 P. M. 

DECEMBER 18 Clinico-PathologicalConference, 
Touro Infirmary, 11:15 A. M. to 12:15 P. M. 


DECEMBER 18 Charity Hospital Surgical 
Staff, 

DECEMBER 19 Eye, Ear, Nose and Threat 
Club, 8 P. M. 


DECEMBER 20 Pathological Hotel 
Dieu, 11 A. M. to 12 Noon. 
DECEMBER 20 I. C. R. 


Noon. 


Conference, 


R. Hospital Staff, 12 


During the month of November, besides the 
regular meeting of the Board of Directors, the 


Society held two regular scientific meetings. 
following programs were presented: 


The 


November 11, 1935 


Erythroblastic Anemia. 
, ——n | 


(Case Presentation.) 
G. Richarda Williamson and 
Robert A. Strong. 
Pilonidal Sinus. 
| SEER cre Dr. I. M. Gage. 
A Review 6f*Page’s Epidural Anesthesia with 
Report of 100 Cases. 
| ae eae .....Dr. Chas. B. Odom. 
Discussed by Drs. P. Graffagnino, I. M. Gage 
and H. Vernon Sims. 


- 


é 


November 25, 1935 
SYMPOSIUM ON CANCER 


The Operation of the Oscar Allen Tumor Clinic 
with Case Reports. Illustrated by Lantern 
Slides and Life Paintings. 

Se inate, anmee T. Win. 
Newer Methods in Diagnosis of Early Carci- 
noma of the Cervix. 

.Dr. Curtis H. Tyrone. 
Signs and Symptoms of Brain Tumors. 
ae Dr. Gilbert C. Anderson. 


Delegates to the Louisiana State Medical Society 
were elected for a term of two years at this meet- 
ing as follows: 


DELEGATES—Dr. Frederich L. Fenno, Presi- 
dent, Dr. Val H. Fuchs, Dr. Shirley C. Lyons, Dr. 
M. T. Van Studdiford, Dr. Foster M. Jchns, Dr. 
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Emmett I. Irwin, Dr. Edward L. King, Dr. John 
H. Musser, Dr. E. L. Leckert. 


ALTERNATES—Dr. J. Raymond Hume, Dr. Wal- 
ter P. Gardiner, Dr. L. C. Chamberlain, Dr. James 
T. Nix, Dr. A. E. Fossier, Dr. M. O. Miller, Dr. 
H. B. Alsobrook, Dr. R. M. Willoughby, Dr. C. J. 


Miangolarra. 


Nominations for Officers for 1936 were handed 
in to the Secretary in accordance with the By- 
Laws as follows: 


President, Dr. Frederick L. Fenno. Endorsed 
by Drs. L. C. Chamberlain, John J. Irwin, Urban 


Maes, Waldemar R. Metz and P. A. MclIlhenny. 
First Vice-President, Dr. Foster M. Johns. En- 


dorsed by Drs. Emmett L. Irwin, Paul A. McIlhen- 
ny and P. T. Talbot. 


Second Vice-President, Dr. Edwin L. Zander. En- 
dorsed by Drs. H. Butker, Ernest Celli and W. P. 
yardiner. 

Third Vice-President, Dr. J. 


Enuorsed by Drs. A. V. Friedrichs, Shirley C. 


Raymond Hume. 


Lyons and Jos. P. Palermo. 


Secretary, Dr. Gilbert C. Anderson. Endorsed by 
Drs. Sidney M. Copland, J. D. Rives and Eugene 
B. Vickery. 

Treasurer, Dr. Shirley C. Lyons. Endorsed by 
Drs. B. J. DeLaureal and Alton Ochsner. 

Librarian, Dr. Alton Ochsner. Endorsed by Drs. 
Paul B. Cameron, Philip H. Jones and E. L. King. 


ADDITIONAL MEMBERS OF BOARD OF 
DIRECTORS 
Dr. Val H. Fuchs. Endorsed by Drs. Frederick 
L. Fenno and F. M. Johns. 
Dr. Edwin H. Lawson. Endorsed by Drs. W. R. 
Brewster, David Hyman and H. W. Kostmayer. 


Dr. C. L. Peacock. 


Gardberg, Shirley C. Lyons and R. M. Willoughby. 


Endorsed by Drs. Manuel 


Election cf these Officers will take place Satur- 
day, December 14, 1935. Balloting shall take place 
between 10:00 A. M. and 12:00 Noon; 2:00 and 
5:00 P. M. and 7:00 and 8:30 P. M. ONLY MEM- 
BERS IN GOOD STANDING ARE ELIGIBLE TO 
VOTE. 


Notice has been received that a physician is 


wanted in Zachary, Louisiana. For further details 
call at the office of the Society. 


The following doctors from New Orleans at- 
tended the recent meeting of the Southern Medical 
Association in St. Louis: Drs. C. C. Bass, Elizabeth 
Bass, D. C. Browne, W. R. Buffington, Chas. F. 
Craig, Carl Dauer, R. D’Aunoy, Roy E. de la 
Houssaye, T. J. Dimitry, Chas. W. Duval, Ernest 
Carroll Faust, A. Scott Hamilton, Wm. H. Harris, 
G. J. Hauer, E. H. Hinman, John R. Hume, Foster 
M. Johns, John A. Lanford, E. H. Lawson, Walde- 
mar R. Metz, Alton Ochsner, Neal Owens, Walter 
J. Otis, Wm. A. Reed, Jos. W. Reddoch, J. N. Rous- 
sel, John T. Sanders, Robert A. Strong, M. T. Van 
Studdiford, J. Ross Veal, E. von Haam and Wm. 
A. Wagner. 


TREASURER’S REPORT 


Actual book balance 9/30/35.......$ 102.39 
October creiite —— $ 936.14 
Total credits — ia $1,038.53 
October expenditures —............... $ 342.04 


Actual book balance 10/30/35_......$ 696.49 


LIBRARIAN’S REPORT 


On request of physicians, members of the staff 
have collected material on the following subjects 
during October: 


Tuberculosis in childhood 

Pain in angina pectoris 

Dactylography 

Pulsating exophthalmus 

Achondroplasia 

Meitomian conjunctivitis 

Toxic goiter in children 

Backache 

Torsion of normal adnexa 

History of radium 

Indications for splenectomy 

Pneumothorax in tuberculosis 

Relation of urinary tract to gastro-intestinal 
tract in disease 

Treatment of thrombocytopenic purpura 

Otomycosis 

Pansinusitis 

Personal bibliography of W. A. Reed 

Old rupture of duodenal ulcer 

Physiotherapy, hyperpyrexia and diathermy in 
early and generalized syphilis 
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Oroya fever 
Embryonic organizers 
Content of ascabic acid in tissues. 

During October, 795 books were circulated to 
doctors, or about 1% to each member of the So- 
ciety. In addition, 971 volumes were circulated to 
students, making a total of 1766. These figures 
do not include the great use of books and journals 
within the reading rooms. 

One hundred and eleven books have been added 
to the Library during the month. Of these, 15 
were received by binding, 2 by purchase, 75 by gift 
and 19 from the New Orleans Medical and Sur- 
gical Journal. New titles of recent date are listed 
below: 


NEW BOOKS—OCTOBER 


Hertzler, A. E.—Diseases of the Thyroid Gland. 
1935. 

Osgood, E. E.—Textbook of Laboratory Diagnosis. 
1935. 

International Medical Annual. 1935. 

A. M. A.—Section on Nervous and Mental Diseases 
—Transactions. 1934. 

United Fruit Co.—Medical 
1931. 

Oxford Medicine. v. 2 pt. 3 1935 

White, J. C—Autonomic Nervous System. 1935. 

Dunbar, H. F.—Emotions and Bodily Changes. 1935. 


Department—Report. 
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Christie, A. C.—Economic Problems in Medicine. 
1935. 

Karsner, H. T.—Human Pathology. 1935. 

Godin, Paul—Recherches Anthropometriques sur la 
croissance. 1935. 

Beer, Edwin—Tumors of the Urinary Bladder. 1935. 

Smillie, W. G—Public Health Administration in 
the U. S. 1935. 

Prinz, Hermann—Diseases of the Mouth and their 
Treatment. 1935. 

Strecker, E. A.—Practical Clinical Psychiatry for 
Student and Practitioner. 1935. 

Gradwohl, R. B. H.—Clinical Laboratory Methods 
of Diagnosis. 1935. 

Anderson, G. E.—Diet Control. 1935. 

Johnston, T. B—Synopsis of Regional Anatomy. 
1935. 

Riesman, David—Story of Medicine in the Middle 
Ages. 1935. 

Levin, Louis—Living along with 
1935. 

Joslin, E. P.—Treatment of Diabetes Mellitus. 1935. 

Speed, Kelly—Fractures and Dislocations. 1935. 

Bernard, Claude—Introduction to Study of Experi- 
mental Medicine. 1927. 

Noguchi, Hideyo—Experimental Studies in Yellow 
Fever in Northern Brazil. 1924. 

H. B. Alsbrook, M. D., 
Secretary. 


Heart Disease. 
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THE STATE MEETING 

In reference to the approaching meeting of the 
Louisiana State Medical Society to be held in Lake 
Charles on April 27, 28 and 29, 1936, it is very 
gratifying to report that the Calcasieu Parish 
Medical Society has selected Dr. Robert P. Howell 
as Chairman of the Committee on Arrangements. 
The following physicians of Lake Charles have 
been selected as Chairmen of the sub-committees 
in the preparation of arrangements for the meet- 
ing: 
Dr. Olin Moss. 
Watkins. 


Commercial Exhibits: 
Entertainment: Dr. T. H. 
Finance: Dr. L. A. Hebert. 
Golf: Dr. G. C. McKinney. 
Hotels: Dr. J. A. Crawford. 
Lanterns & Sound Amplifiers: Dr. L. Z. Kushner. 
Publicity: Dr. W. P. Bordelon. 
Registration & Badges: Dr. C. V. Hatchette. 
Signs & Decorations: Dr. H. B. White. 
Transportation: Dr. D. C. Iles. 
Meeting Places: Dr. R. G. Holcombe. 
Convention Clinics: Dr. Ben, Goldsmith. 
Scientific Exhibits: Dr. J. G. Martin. 
Dr. Howell, as General Chairman, has been very 
active in developing plans and the Secretary-Treas- 
urer’s office has had the opportunity of several 


contacts with him and his committee in an en- 
deavor to perfect such arrangements. It is very 
reasonable to presume that, with such manifested 
interest and energy as is being displayed by the 
physicians of Lake Charles, we can be assured of 
a most interesting and entertaining Annual Meet- 
ing in 1936. 

All interested parties should communicate imme- 
diately with the Chairmen of the respective com- 
mittees, who I am sure will be very glad to fur- 
nish full and detailed information concerning the 
plans for the meeting. Further announcements 
will be made from time to time in the Journal. 


CANCER CONTROL 

The American Society for the Control of Cancer 
announces that the following educational material 
on cancer is available in Louisiana: 

Slides—Tumors of the Breast (Medical). Dr. 8. 
C. Barrow, Dr. P. T. Talbot, Dr. J. R. D’Aunoy. 

Tumors of the Uterus (medical). Dr. S. C. 
Barrow, Dr. P. T. Talbot, Dr. J. R. D’Aunoy, Dr. 
T. B. Sellers. 

Film Strips—Carcinoma of the Breast (medical). 
Dr. J. A. Lanford, Dr. S. C. Barrow, Dr. P. T. Tal- 
bot, Dr. J. R. D’Aunoy, Dr. T. B. Sellers. 
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Tumors of the Uterus (medical). Dr. J. A. Lan- 


ford, Dr. T. B. Sellers. 

Fight Cancer With Knowledge (For women’s 
clubs, luncheon clubs and other lay audiences). 
Dr. J. A. Lanford, Dr. S. C. Barrow, Dr. P. T. Tal- 
bot, Dr. J. R. D’Aunoy. 


Cancer: Its Life History and Practical Meas- 
ures for Its Control (For university students, 
nurses, etc.). Dr. J. A. Lanford, Dr. S. C. Barrow, 
Dr. P. T. Talbot, Dr. J. R. D’Aunoy. 

Film Strip Projectors. Dr. J. A. Lanford, Dr. S. 
C. Barrow 

Film and Projector (movie). 8 minute Canti 
film (for medical profession, medical students, 
nurses, etc.) Dr. S. C. Barrow, Dr. P. T. Talbot, 
Dr. J. R. D’Aunoy. 

Addresses 
State Medical Society—Cancer Commiitee 

Dr. J. A. Lanford, 3500 Prytania Street, 
Orleans, Chairman. 

Dr. S. C. Barrow, 624 Travis Street, Shreveport. 

Dr. J. T. Cappel, 422 6th Street, Alexandria. 

Dr. Alton Ochsner, 1430 Tulane Avenue, New 
Orleans. 

Dr. Walter Moss, 816 Ryan Street, Lake Charles. 

Dr. Charles Norton, Franklin. 

Dr. J. T. Nix, 1407 Carrollton Avenue, New Or- 
leans. 

Dr. Lester J. Williams, 251 Third Street, Baton 
Rouge. 

Dr. J. G. Snelling, 128 De Siard Street, Monroe. 

Dr. P. T. Talbot, 1430 Tulane Avenue, New Or- 
leans. 

Dr. J. R. 
Orleans. 

~~. FF & 
Orleans. 


New 


D’Aunoy, State Medical School, New 


Sellers, 4414 Magnolia Street, New 


AMERICAN MEDICAL ASSOCIATION 
RADIO HEALTH PROGRAM 


The programs being presented by the American 
Medical Association every Tuesday at 4 P. M. are 
being sent out over the N. B. C. Blue Network and 
through WSMB, New Orleans. They have proven 
to be extremely popular and therefore will con- 
tinue under the title of “Dramatized Health Pro- 
gram”, for the month of December. Dr. Morris 
Fishbein will talk on December 3 on “Tubercu- 
losis” and on the 10th on “Hunting Accidents”. 
On December 17, 24 and 31 Dr. W. W. Bauer will 
present as his topics, “Animal Diseases in Man”, 
“Eat, Drink and Be Merry”, and “Pneumonia”. 

These programs are well worth while and it 
would be an excellent idea indeed for physicians 
to call their patients attention to the dates of the 
weekly air presentations and tell them of its value. 
They have been quite enthusiastically received 
judging from the large mail response that has 
come to the office of the American Medical Asso- 
ciation. 
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SCIENTIFIC EXHIBITS 
AMERICAN MEDICAL ASSOCIATION 

Scientific exhibits to the Kansas City Session of 
the American Medical Association will be held in 
the Municipal Auditorium May 11-15 1936. Appli- 
cation for space should be made by filling out 
regular application blank. Assignment for space 
will be closed on January 27, 1936. 





SOCIETY MEETINGS 

The Southeastern Branch Society of the Ameri- 
can Urological Association will hold its second an- 
nual meeting in Nashville, Tenn., December 6-7, at 
the Noel Hotel. The officers of this organization 
are: 

Dr. Edgar G. Ballenger, President. 

Dr. Henry W. E. Walther, President-Elect. 

Dr. Earl Floyd, Secretary-Treasurer. 

A most interesting program has been provided 
including such distinguished men as Dr. Wm. 
Braasch, Dr. Hugh Cabot, Dr. G. G. Smith, and 
others from all over the United States. In addi- 
tion to the scientific program an interesting so- 
cial program has been arranged. No registration 
fee will be required to attend the meeting. 

The second annual meeting of the Mississippi 
Valley Medical Society will be held at the Hotel 
Burlington, Burlington, Iowa, September 30, Oc- 
tober 1-2, 1936. 


NEWS ITEMS 
Dr. E. S. Hatch of the Tulane Graduate School 
of Medicine attended the meeting of the Clinical 
Orthopedic Society, November 15 at Louisville. 


Dr. Leon J. Menville spoke Saturday, November 
16, to the members of the Mobile County Medical 
Society on Some Aspects of Radiology. Dr. Men- 
ville will attend the meeting of the American 
Board of Radiology in Detroit, November 28-30, 
and will then follow it by going to the meeting of 
the Radiologic Society of North America 
same city. 


in the 


Dr. P. T. Talbot and Dr. John H. Musser repre- 
sented, respectively, the Louisiana State Medical 
Society and the New Orleans Medical and Surgical 
Journal at the Annual Conference of State Medi- 
cal Secretaries and Editors, held under the auspices 
of the American Medical Association November 15 
and 16, in Chicago. 





Vitamin D milk has been employed from time 
to time by pediatricians throughout the country. 
This has been found to be of very excellent method 
of giving vitamin D to the growing infant. It 
would be of interest to the pediatricians of the 
city to know that this milk is now obtainable at 
the Cloverland Dairy. The vitamin D content is 
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400 U.S.P. units of vitamin D per quart, extracted 
from cod liver oil. 

Five more States have been officially designated 
as modified accredited areas by the U. S. De- 
partment of Agriculture, signifying their prac- 
tical freedom from bovine tuberculosis. These 
States, Massachusetts, South Carolina, Georgia, 
Alabama, and Louisiana, constitute the largest 
group ever admitted, at one time, to the modified 
accredited status in the history of eradication 
work. 


RESOLUTIONS OF THE DEATH OF 
DR. ERNEST SYDNEY LEWIS, B.S., M.D., 
F.A.C.S., LL.D. 


The following resolutions were adopted by the 
faculty of the School of Medicine of Tulane Uni- 
versity of Louisiana to commemorate the memory 
of Dr. E. S. Lewis, who was Professor of Obstet- 
rics and Gynecology, Emeritus in the institution. 

On August 12, 1935, Dr. Ernest S. Lewis died at 
the age of ninety-five years, in New Orleans, the 
city of his birth, where he had been an honored 
and distinguished members of the medical pro- 
fession for seventy-three years. His death marked 
the passing of the oldest graduate of Tulane Uni- 
versity, one of the builders and guides of its des- 
tinies during the early formative days of its ex- 
istence, and active member of the Faculty of Medi- 
cine for forty-five years, and Professor Emeritus of 
Obstetrics and Gynecology for the past twenty- 
three years. 

Left an orphan at the age of twelve, Dr. Lewis 
was taken into the home of two maiden aunts, sis- 
ters of his father, and the expense of his education 
through medical school was borne by an uncle, Dr. 
J. H. Lewis, whom he loved as a father. In 1859, 
he matriculated at the University of Louisiana, 
and in 1860, entered Charity Hospital as an intern. 

At the outbreak of the Civil war, a true son of 
the South, he was anxious to join the military 
forces of the Confederacy, and even attempted to 
do so, but was persuaded he would be more use- 
ful in a medical capacity and returned to the Uni- 
versity. In 1862, he passed a special examination 
granted him because of his brilliant record by the 
Board of Administrators, after only three years of 
study, and was appointed Acting House Surgeon 
of Charity Hospital, thus beginning his long years 
of service for that institution before he had 
reached the age of twenty-two. 

When New Orleans surrendered to the Federal 
forces, Dr. Lewis, imbued with the feeling of that 
day, refused to receive the Federal sick and wound- 
ed at the Hospital. When General Ben Butler 
learned some Confederate troops had been trans- 
ferred there he arrested the Board of Administra- 
tors, demanding an explanation from Dr. Lewis 


for showing discrimination. Dr. Lewis agreed to 
admit the Federal soldiers with the proviso Butler 
would pay the salaries of additional physicians to 
take care of them. However, when Gen. Butler is- 
sued his famous edict compelling everyone to take 
the oath of allegiance or register as enemies of the 
U. S. Government, the entire hospital staff chose 
the latter course with the exception of one intern. 
In 1863, a “carpetbag” Board of Administrators 
was appointed at Charity Hospital, and Dr. Lewis, 
as always living unreservedly up to his convictions, 
declined an Assistant House Surgeonship with an 
increase of salary, and sought a pass to leave the 
city, but was refused. Since he could not serve 
Charity Hospital nor accept the coveted House 
Surgeonship, he stole out of the city to join the 
Southern cause, journeying with two companions 
for three days through the swamps in a skiff, from 
Bayou St. John to a point on the Lake midway be- 
tween West End and Spanish Fort ,where they rig- 
ged a sail and crossed the Lake to Madisonville. 
There Dr. Lewis boarded a train and joined Gen. 
Bragg’s army, received his commission as Surgeon, 
was rapidly promoted for his valor and efficiency 
to a brigade surgeonship and later to a medical 
directorship in Wheeler’s famous cavalry corps 
which was a participant in all the battles of the 
Army of Tennessee, and to which he was attached 
until the end of the war. 


He returned to New Orleans penniless and re- 
sumed his work for Tulane University and Charity 
Hospital, assisting Dr. Chaille in the dissecting 
room as a volunteer and doing some prosecting 
for Dr. Richardson. During the session of 1866 and 
1867, Dr. Lewis was Chief of Clinic and assistant to 
Dr. Hunt in preparing material for his patholog- 
ical lectures, and when Dr. Hunt was stricken with 
apoplexy about the middle of the course, Dr. Lew- 
is filled his hours in physiology. With the close 
of the session, Dr. Lewis’ connection with the 
hospital and college ceased for awhile. He was 
Health Officer of the State Board of Health in the 
Third District in 1867, and in his “Reminiscences” 
gives a graphic story of the fight waged against 
Asiatic Cholera and yellow fever with the inef- 
fective and primitive measures of those days. 

With the beginning of the college year in 1874, 
he was appointed Professor of Materia Medica, 
Therapeutics and Clinical Medicine and from that 
time to the day of his death his connection with 
the University was unbroken. In 1876, he became 
Professor of Obstetrics, Gynecology and the Dis- 
eases of Children. Gynecology, especially in its sur- 
gical aspects, was just beginning to be investigated, 
and little had been done in the war impoverished 
South. Dr. Lewis resolved to make this branch an 
important part of the medical course, opened clin- 
ics for the benefit of the students (and for his 
own benefit too, he explains, as his knowledge was 
little more than theoretical), made fundamental 
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changes in the management of cases through ap- 
plication of the principles of Lister and Pasteur, 
which brought about an enormous reduction in the 
deaths from sepsis, and in a surgical way did some 
excellent pioneer work in gynecology, which won 
for him a reputation throughout the United States 
and especially in the South, where he was regard- 
ed as the center of knowledge on that particular 
branch, although he persistently hid his light un- 
der a bushel and did not attend clinical meetings 
nor observe the operations of other men prominent 
in gynecology except when there happened to be a 
meeting in New Orleans. 


But honors and distinctions sought him out. He 
of the founders of the Orleans Parish 
Medical Society and its Vice-President in 1878; a 
founder of the International Association of Obste- 
trics and Gynecology; Vice-President of the South- 
ern Surgical and Gynecological Association in 1895, 
Fresident in 1896, and later an Honorary Fellow; 
Chairman of the Section on Obstetrics and Gyne- 
cology of the American Medical Association; and 
a member of the Louisiana State Medical Society 
and of the Southern Medical Association. In Oc- 
tober 1916, the American College of Surgeons con- 
ferred upon him its highest distinction, Honorary 
Fellowship, in recognition not only of his life of 
public service, but of his skill and learning as a 
surgeon and his devotion to the highest traditions 
of medical conduct. 


was one 


Dr. Lewis was loved and esteemed by his col- 
leagues, who on several occasions during his life 
publicly acclaimed the honor and praise due him 
for his long and brilliant service as teacher and 
surgeon. On May 23, 1912, at a meeting of the 
Faculty of the Medical School, before whom lay 
Dr. Lewis’ plea to be relieved of his duties, Dr. 
Rudolph Matas, who had been a student and intern 
under Dr. Lewis, delivered an address in comme- 
moration of the fiftieth anniversary of Professor 
Lewis’ medicine and of the thirty- 
ninth consecutive year of his service as a teacher 
ir the Medical Department of Tulane University. 
Resolutions were read regretting his resignation 
and recommending to the Board he be made Pro- 
Emeritus of Obstetrics and 
was presented with a gold watch as a 
appreciation and regret of his 
deference to the 


graduation in 


fessor Gynecology, 
and he 
token of the 


leagues. In 


col- 
“insurmountable 
modesty” of Dr. Lewis these proceedings were not 
made public until the celebration of “Lewis Jubilee 
Night” by the Orleans Parish Medical Society on 
April 24, 1922 when Dr. Lewis gave his “Rem- 
iniscences” and was presented with a loving cup 
in commemoration of the completion of his sixth- 
ieth year in the active practice of his profession 
and as a token of “love and esteem for the Man, 


Soldier, Teacher and _ Physician.” On June 7, 
1922, Tulane University of Louisiana conferred 
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upon him the highest honor at its disposal, the 
degree of LL. D. in Medicine. 

Dr. Lewis’ record of service at Charity Hospital 
was parallel and equal to that for Tulane Univer- 
sity. Although his private practice was large and 
for many years kept him busy almost twenty-four 
hours of the day, he visited the wards of Charity 
Hospital and operated there from the inception 
of his medical career in 1862, until 1912 when he 
resigned his work in the wards and was placed 
on the Consultant Staff. It is interesting to note 
in this connection that his last operation was per- 
formed at the age of eighty-seven years. In ad- 
dition to his work as teacher and surgeon, in 1894, 
he was appointed Vice-President of the Board of 
Administrators, which position be held through 
the terms of office of Governors Foster, Heard, 
Blanchard and Sanders. During his Chairmanship, 
the Miles Amphitheatre, the Milliken and Delgado 
Memorials, and the Nurses Home were erected. 

Dr. Lewis was a man of wide learning and cul- 
ture, whose natural philosophic bent of mind was 
deepened by the study of Grecian philosophy which 
taught him to meet trials with stoical fortitude 
and gave him a very fine outlook on life. He was 
a man of great humaneness and sympathy for the 
unfortunhte. His more to him 
than the monetary recompense he acquired from 
it, and often he even forgot to send a bill. He 
found it a pleasure to help young men, and many 
a physician who has risen to prominence owes his 
success to his and opportunities Dr. 


profession was 


assistance 
Lewis placed in his path. 


His life and his work were so inextricably wo- 
ven, warp and woof, with the history and growth 
cf the institutions he served, with the history and 
advancement of the medical profession of this 
section, that the threads of his life will be sorely 
missed in the pattern, and in order that there may 
be some slight memento of his achievements and 
of his place in our hearts, the following resolu- 
tions are offered: 

Whereas, On August 12, 1935, Death claimed Dr. 
Ernest Sydney had 
state and the South, as soldier, surgeon and teach- 
er, and who 


Lewis, who served his city, 


was loved, respected and venerated 
by his pupils, his associates and the community for 
his integrity, charity, wisdom and skill and 

Whereas, Dr. Lewis was a member of the Medi- 
cal Faculty of Tulane University of Louisiana from 
the beginning of his medical career to the time 
of his death, for thirty-six years as Professor of 
Obstetrics, Gynecology and the Diseases of Chil- 
dren, and for twenty-three years Professor Emeri- 
tus of that same Chair, and 

Whereas, Dr. Lewis was a pioneer in the devel- 
opment of gynecologic and abdominal surgery in 
this section of the country and by his teachings 
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and accomplishments aided in establishing the 
prestige of the University as a medical center. 
Therefore, be it Resolved, That by his death the 
Medical Faculty of the Tulane University of Louis- 
iana has lost one of its most distinguished mem- 
bers, and the University a graduate whose achieve- 
ments redounded to the glory of his Alma Mater. 
Be it further resolved, That as a lasting tribute 
and in testimony of the love and honor in which 
his memory is held, these resolutions be spread 
on the minutes, and a copy be sent to the family. 


Sa, 
INFECTIOUS DISEASES IN LOUISIANA 


Dr. J, A. O’Hara, Epidemiologist for the State of 
Louisiana, has furnished us with the weekly mor- 
bidity reports for the State of Louisiana, which 
contain the following summarized information: For 
the week ending October 19, the forty-second week 
of the year, the following diseases were reported 
in figures greater than ten: 98 cases of malaria, 
45 of gonorrhea, 39 of pneumonia, 30 of pulmonary 
tuberculosis, 29 of syphilis, 26 of diphtheria, 23 of 
cancer, 21 of whooping cough, 13 of typhoid fever 
and 10 of scarlet fever. Typhoid fever cases were 
reported generally throughout the State. Caddo 
Parish had 4 cases, béing the only Parish with 
more than 2 cases. Two cases of poliomyelitis 
were reported from Orleans Parish and 1 from 
St. Landry. One case of typhus fever was re- 
ported in Orleans Parish. Epidemic cerebrospinal 
meningitis was reported from E. Carroll, Iberia 
and St. Landry Parishes, and 1 case of undulant 
fever was reported from Bossier. The following 
week, ending October 26, malaria had jumped to 
157 listed cases. There were also reported 55 
cases of pulmonary tuberculosis, 47 of pneumonia, 
33 of typhoid fever, 28 of diphtheria, 26 of syphilis, 
22 of cancer, 20 of whooping cough, 14 of scarlet 
fever, 13 of measles and 12 of influenza. Typhoid 
fever cases were listed from all over the State, 
Washington 2, Richland 2, Ouachita 4, and Frank- 
lin 3, these parishes being the only ones to have 
more than 2 or more cases. One case of small- 
pox was reported from Caldwell Parish. Two 
cases of poliomyletis from Jefferson Davis and 1 
from Jackson Parish. One case of undulant fever 
was reported from Rapides. The forty-fourth 
week of the year, ending November 2, there was 
a drop in the number of cases of malaria listed, 
only 39 being reported this week, followed by 25 
of pneumonia, 21 each of pulmonary tuberculosis 
and cancer, 20 of diphtheria, 18 of gonorrhea, 15 
of scarlet fever, 14 of syphilis, and 10 of whooping 
cough. Ouachita Parish reported 3 cases of typhoid 
fever this week. One case of epidemic cerebros- 
pinal meningitis originating outside of New Or- 
leans was reported through Orleans Parish. For 
the week ending November 9, the morbidity fig- 
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ures show that there were 73 incidences of malaria 
discovered by doctors of the State and reported to 
the State Board of Health. Other diseases carried 
in double figures include 54 cases of pulmonary 
tuberculosis, 30 of pneumonia, 25 of cancer, 23 
of diphtheria, 16 of whooping cough, 14 of septi- 
cemia, and 13 each of typhoid fever, syphilis and 
influenza. Lafayette Parish with 3 cases of ty- 
phoid fever was the only one to have more than 
2 cases in this week. Three cases of cerebrospi- 
nal meningitis were reported, 2 from Orleans and 
1 from Avoyelles. This week likewise, there were 
4 cases of poliomyelitis one each from Iberville, 
Jefferson, Orleans and Washington. It is interest- 
ing to note that each week 1 or more cases of 
poliomyelitis have been reported for many weeks. 

This terrifying and disturbing disease has cer- 


tainly been markedly prevalent in the past few 
months. 





HEALTH OF NEW ORLEANS 

The Department of Commerce, Bureau of Cen- 
sus, reports that for the week ending October 12 
there were reported in the city of New Orleans 147 
deaths divided 69 white and 78 colored making the 
death rate for the 3 groups 15.9, 10.5, and 29.2 
respectively. The infant mortality rate for this 
week was 89, largely as a result of the negro in- 
fant mortality rate of 158. For the succeeding 
week, ending October 19 there was a slight jump 
in the total number of deaths, there being 157, of 
which 92 were white and 65 colored. The death 
rate of the group as a whole was 17.0, the white 
14.0 and the negro 24.3. The infant mortality for 
this week was 119, again due to a high negro 
infant mortality rate, which was 205. For the 
next week there was a very susceptible drop in 
the total number of deaths which was 125 and 
the death rate for the group as a whole was 13.5, 
the rate for the white race being 10.7 as a result 
of 70 deaths and for the colored 20.6 due to 55 
deaths. The infant mortality rate this week was 
only 24 due to a substantial reduction in the num- 
ber of infant deaths in the city for this week. 
For the week ending November 2 the death rate 
was 15.5, for the white race 12.8 and for the colored 
22.1. The total deaths this week were 143, divided 
84 white and 59 colored. Infant mortality was 
65. For the last week for which we have reports, 
ending November 9 there were only 128 deaths 
making a death rate of 13.9. The white deaths 
numbered 67 the rate being 10.2 and the colored 
61 with a rate of 22.8. The infant mortality rate 
this week was 53. 


So far this year the death rate is somewhat 
higher than it was in 1934. Comparing the first 
45 weeks of the year, the rate is 16.1 for 1935 con- 
trasted with 15.7 for 1934. It should be noted that 
the death rate among the white population is 
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usually half or even more than half of that of the 
colored. Were it not for the colored population, 
the death rate in the city of New Orleans would 
compare favorably with other cities in the United 
States. 


WOMAN’S AUXILIARY 

Louisiana State Medical Society 

This is Station A-M-A 
radio program on ‘Medical 
Emergencies and How They are met’”. This series 
of broadcasts sponsored by the American Medical 
Association, will reach you each Tuesday over the 
Biue Network at 5:00 P. M. Eastern Standard 
Time, (4:00 P. M. Central Siandard Time, 3:00 
P. M. Mountain Time.) The National Broadcasting 
Company will put this program on in dramatic 
form with incidental music. Ask your local station 
to bring this program in. 


“Hello Everybody! 
announcing to you a 


The subsequent programs will be announced in 
Hygeia. 

Help your Auxiliary by listening to this program 
and tell your friends about it. Do not stop there. 
Go further and tell the organizations to which you 
belong about this program also, i.e., Parent-Teacher 
groups, Women’s Clubs, Church Auxiliaries, etc., 
so that they too, may derive the benefits there- 
from. 

Tune in and listen in! Let that be our slogan 
for the duration of these broadcasts!! 

Dear reader, remember also that the articles and 
editorials appearing in the BULLETIN of the 
AMERICAN MEDICAL ASSOCIATION are 
piled for your information. 


com- 
Each member can edu- 
cate herself as to auxiliary activities throughout 
the country by reading this BULLETIN regularly. 

A Board Meeting of the Woman’s Auxiliary to 
the Louisiana State Medical Society was held at 
the home of the President, Mrs. Herman B. Gess- 
ner, 119 Audubon Blvd., New Orleans, on Wed- 
nesday, October 30. We were very happy to have 
Mrs. C. P. Gray, first Vice-President of Ouachita 
Parish with us at this meeting. Mrs. Gray was 
the only out-of-town member of the Board to meet 
with us and told us some very interesting things 
about the Monroe Auxiliary. 

The Organization Committee, under the Chair- 
manship of Mrs. S. M. Blackshear, New Orleans, 
is “up and at ’em” in the parishes still unorganized, 
and we hope next month to have a very good re- 
port to give you. 

Plans for “Doctor’s Day” on March 30 were dis- 
cussed but as yet, nothing definite has been out- 
lined. However, this Day tends to be “the day 
among days’, as rightly it should be to each one 
o” us, and it is the hope of each Parish President 
that each member will join in the carrying forth 
the plans of this celebrated day. 
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It was decided at this meeting that the State 
Auxiliary send each parish auxiliary a copy of the 
American Medical Association News—Letter at 
each publication. 

Mrs. George D. Feldner, 
Chairman, Press & Pub. 


CADDO PARISH 
Mrs. J. E. Rooks gave a most interesting talk 
on child health education to the Shreveport Medi- 
cal Auxiliary, using the following outline: 
A. Health Education taught by 
1. Mother 
2. Teacher 


3. Health Nurse. 
Mother: 
1—Trains pre-school child 
Teacher: 
1—Teaches health habits in hand-washing 
drills and teeth cleaning. : 
Nurse: 
1—General Health Service 
(a) Examination of eyes and teeth, glas- 
ses furnished by P.T.A. 
2—Personal Hygiene 
(b) Discussed by school doctor 
B. Health work by organization 
1. Junior League 
2. American Legion Auxiliary 
(1) Prevention of Blindness 
Sightsaving classes 
C. Child’s Feeding 
1. Milk and lunches 
D. What Medical Auxiliary can do 
1. Work on health committee whenever called 
upon 
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2. Examination for own children. 


Mrs. Johnson R. Anderson 
Chairman, Press & Publicity 


CLAIBORNE PARISH 

The Woman’s Auxiliary to the Claiborne Parish 
Medical Society met at 2:30 on Wednesday Novem- 
ber 13 in the club rooms of the Woman’s Depart- 
ment club, City Hall, Homer. Mrs. C. B. Erickson 
of Shreveport, Coucilor for the 4th District was 
the guest speaker. She gave a very interesting and 
instructive talk on Auxiliary work. Mrs. John 
T. Crebbin of Shreveport was also present. Dr. 
H. R. Marlatt, Director of Claiborne Parish Health 
Unit was present and told of the tubercular con- 
dition of the Parish and the value of the famous 
Christmas seal. It was voted the Auxiliary spon- 
ser the seal sale this year. 

Born to Dr. and Mrs. S. A. Tatum on September 
1” an 8% pound son named Sherwood Austin after 
the proud daddy. 
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Mrs. E. A. Campbell was seriously injured in an 
auto accident on November 8 while returning from 
a Federated club meeting at Natchitoches 
the car struck loose gravel. 


when 
Mrs. Campbell suf- 
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fered a broken jaw and other cutis and bruises. 
She was taken to a Shreveport sanitarium where 
she remained a patient for a week. 

Mrs. H. R. Marlatt, Secretary 
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THE ASSOCIATION MAKES A CHANGE 

The Mississippi State Medical Association at its 
meeting in May voted to change its official publi- 
cation effective January 1, 1936. Accordingly this 
number of the New Orleans Medical and Surgical 
Journal is the last that the members of the Asso- 
ciation will receive by virtue of membership. 

For a number of Association has 
shared its Journal with the Louisiana State Medi- 
cal Society and the Orleans Parish Medical So- 
ciety and the relations have been without excep- 
tion most pleasant. We have been fortunate in 
the association. The New Orleans Medical and 
Surgical Journal is“one of the oldest in the coun- 
try, it is read extensively and often quoted. Its 
Journal Committee has been most liberal in the 
space allotted to Last year Missis- 
sippi had 31 per cent of the scientific articles, 33 
plus per cent of the scientific pages, 76 per cent 
of the hospital staff transactions, and 67 plus per 
cent of the news pages. 


years our 


Mississippi. 


The 90 cents per member 
paid by the Association was less than the cost of 
publication. 

Sincere thanks and the best of good wishes are 
due and go to the editor-in-chief, the 
manager and the journal committee. 

In January you will receive the first number of 
your new official journal, The Mississippi Doctor. 
The Mississippi State Medical Association will 
share this publication with the Northeast Missis- 
sippi Thirteen County Medical Society, the North 
Mississippi Medical Society and the Mid-South 
Postgraduate Medical Assembly. It is printed in 
Mississippi and Dr. W. H. Anderson of Booneville 
is its editor. The papers presented at the last 
meeting of the Association have been fairly divided 
and a number will appear in the forthcoming is- 
sues before the next meeting of the Association. 

Your editors wish to express their appreciation 
at this time to the officers of the Association, the 
component 


business 


societies, the county editors, the hos- 
pitals, the Woman's Auxiliary, and all others who 
have contributed so 


official 


generously to Mississippi's 
journal in the past. We ask 
tinued support that the Association’s 
The Mississippi Doctor may be better than ever 
before. Dr. Anderson has promised the space. 
Let’s fill it every month with material of interest 
to every doctor in Mississippi. 


your con- 


section of 


To The Mississippi Doctor, as the official publi- 
cation of the Mississippi State Medical Association, 
and to Dr. Anderson, ‘Here’s to 
our support and best efforts.” 


you and here's 


TO THE OFFICERS OF THE MEDICAL 
SOCIETIES IN MISSISSIPPI 
My Dear Doctors: 

The membership drive is getting off to a good 
start! The reports that are coming in indicate 
that the membership committees are at work. One 
of the larger societies has already reported an in- 
crease of thirty-three members. How about your 
society? Have your membership committees been 
appointed? Are they active Let us all get 
busy! Let us put this drive over for new mem- 
bers in real earnest. Enlist the services of every 
member of your society, to go out after the 
eligible doctors who are not already members of 
your society. 

Personal work is the best of all. The personal 
appeal to the doctor who is eligible, by some of 
the officers and members of the medical societies 
will practically always result in the doctor giving 
you his application. 

Remember that December is the best month to 
pay dues for the year 1936. I would suggest and 
urge that you make your drive include every 
member as well as the non-member to pay his dues 
for 1936 in December. He can do it then as good 
as any time, and if it is delayed, there is always 
danger of a controversy over the medico-legal 
question. Let us all pay our dues in December. 
If we will do this, it will be one of the greatest 
steps that organization can put over. 

I desire to take this opportunity to extend to 
you my sincere thanks for your hearty co-operation. 
I hope that you will also permit me at this time 
to extend to you and through you to the members 
of your society, the Season’s Holiday Greetings. 
I trust that your happiness may be the greatest 
in the history of your life for 1936. 

Please give me a report on the progress you are 
making in your society, right away. If I can as- 
sist you in any way, please call on me. 

Faithfully yours, 
Harvey F. Garrison, President-Elect, 
Mississippi State Medical Association. 


MEMBERSHIP 

The following letter was promulgated and is be- 
ing dispatched by the Monroe County Medical So- 
ciety to each licensed physician in the county. 
Dear Dr. 

In the current issue of the Mississippi Doctor 
there appears a very timely letter from Dr. Har- 
vey F. Garrison, our president-elect of the State 
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Medical Association. He, by virtue of his office, is 
chairman of the membership committee of the as- 
sociation. 

In this letter he, very properly, stresses the ur- 
gent reasons why every licensed physician in 
Mississippi should hold membership in the Asso- 
ciation. He calls attention to the fact that the 
future of medicine is trembling in the balance. 
There is a strong probability that regimentation 
of the practice of medicine is imminent. If and 
when this comes, politics will enter into the equa- 
tion to such an extent that our patronage and com- 
pensation will depend entirely upon the will of 
the political overlords. Only by organization and 
cooperation of the members of the profession can 
this step be averted. Hence, it is clear that if no 
higher motive than self interest should actuate us, 
every doctor in Monroe (as well as other coun- 
ties) should apply for membership. But happily 
there are many other and higher reasons why all 
should enroll at once. First among these higher 
reasons is duty to the public whom you are obli- 
gated to serve; for NO doctor who does not af- 
filiate with his co-workers and attend their meet- 
ings can possibly keep abreast of medical progress. 
Medical science is NOT a fixed science—it is ever 
and rapidly developing. Any man who does not 
contact his fellow practitioners, constantly, will 
surely fall behind them in the pursuit of medical 
knowledge and his clientele will be the sufferers. 
Next every doctor who is worthy of title can, if 
he will, add something to the sum total of medi- 
cal knowledge. It thus becomes his solemn duty 
to enlist and do his part in forwarding the pro- 
gress of his chosen profession. In union there is 
strength, growth and progress. We need you—you 
need us. We appeal to you—won't you join us 
now and let us present a solid front, 100 per cent 
strong? The fight is on—join the ranks. It will 
make us to be happier men—better doctors, and 
the public will appreciate us more. 

Yours fraternally, 
G. S. Bryan, 
Membership Committee. 
DIRECTORY AND CALENDAR MEDICAL 
SOCIETIES 

Information is not complete. Secretaries of so- 
cieties are urged to send in full data so that it 
may be known when the societies of the state 
meet and the names of the officers directing their 
activities this year. 

ADAMS COUNTY MEDICAL SOCIETY: E. E. 
Benoist, Natchez, president; W. K. Stowers, Nat- 
chez, secretary. Meets third Tuesday each month, 
Natchez, 7:30 P. M. 

AMITE COUNTY MEDICAL SOCIETY: D. H. 
Thornhill, Crosby, secretary. 

CENTRAL MEDICAL SOCIETY: W. B. Dob- 
son, Jackson, president; L. W. Long, Jackson, sec- 
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retary. Annual meeting, Thursday, December 5, 
Robert E. Lee Hotel Roof, Jackson, 5:00 P. M. 

CLAIBORNE COUNTY MEDICAL SOCIETY: E. 
P. Jones ,Harmanville, president; G. W. 
Port Gibson, secretary. 

CLARKSDALE AND SIX COUNTIES MEDICAL 
SOCIETY: J. L. Nichols, Alligator, president; N. 
C. Knight, Clarksdale, secretary. Meets fourth 
Wednesday of March and second Wednesday of 
November, Elks Club, Clarksdale, 2 P. M. 

CLARK-WAYNE COUNTIES MEDICAL _ SO- 
CIETY: W. P. Gray, Waynesboro, president; Al- 
bert Hand, Shubuta, secretary. 

DELTA MEDICAL SOCIETY: P. G. 
Greenville, president; F. M. 
retary. 


Acker, 


Gamble, 
Acree, Greenville, sec- 
Meets second Wednesday of April and Oc- 
tober, rotates through five counties. 2 P. M. 

DESOTO COUNTY MEDICAL SOCIETY: A. J. 
Weissinger, Hernando, president; L. L. Minor, 
Route 4, Memphis, secretary. 

EAST MISSISSIPPI MEDICAL SOCIETY: H. 
L. Arnold, Meridian, president; L. V. Rush, Meri- 
dian, secretary. 

FRANKLIN COUNTY MEDICAL SOCIETY: L. 
Costley, Meadville, secretary. 

HANCOCK COUNTY MEDICAL 
P. Smith, Bay St. Louis, secretary. 

HARRISON COUNTY MEDICAL SOCIETY: H. 
K. Rouse, Lyman, secretary. 

ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY: F. Michael Smith, Vicks- 
burg, president; Leon S. Lippincott, Vicksburg, 
secretary. Meets second Tuesday each month, 
Elks Club, Vicksburg, 7:00 P. M. 

JACKSON COUNTY MEDICAL SOCIETY: J. 
N. Lockhard, Pascagoula, president; R. G. Lander, 
Pascagoula, secretary. Meets second Thursday of 
March, June, September and December, Jackson 
County Hospital, Pascagoula, 7:00 P. M. 

JEFFERSON COUNTY MEDICAL SOCIETY: 
W. T. Harper, Fayette, secretary. 

NORTH MISSISSIPPI MEDICAL SOCIETY: W. 


SOCIETY: A. 


W. Philips, Oxford, president; A. H. Little, Ox- 
ford, secretary. Next meeting New Albany, 
January. 


NORTHEAST MISSISSIPPI THIRTEEN COUN- 
TIES MEDICAL SOCIETY: S. R. Deanes, West 
Point, president; A. J. Stacy, Tupelo, secretary. 
Next meeting Tupelo, December 17. 

PIKE COUNTY MEDICAL SOCIETY: J. L. 
Bauer, McComb, president; Elise Rutlege, McComb, 
secretary. Meets first Thursday each month, Mc- 
Comb, 6:30 P. M. 

SOUTH MISSISSIPPI MEDICAL SOCIETY: J. 
xould Gardner, Columbia, president; F. T. Bower, 
Hattiesburg, secretary. 

STONE COUNTY MEDICAL SOCIETY: Earl 
W. Green, Wiggins, secretary. Meets with Harri- 
son-Stone-Hancock Counties Medical Society. 
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TATE COUNTY MEDICAL SOCIETY: W. D. 
Smith, Senatobia, president; J. Sidney Eason, 
Coldwater, secretary. Meets second Wednesday 
each month, Senatobia. 

TRI-COUNTY MEDICAL SOCIETY: H. R. Fair- 
fax, Brooklyn, president; R. B. Zeller, Hazle hurst, 
secretary. Meets second Tuesday of March, Copiah- 
Lincoln Junior College, Wesson; June, Walthal 
Hotel, Tylertown; September, Riverside Hotel, 
Monticello; December, Whitworth College, Brook- 
haven, 12:30 P. M. 

WILKINSON COUNTY MEDICAL SOCIETY: 
E. M. Butler, Centreville, secretary. 

WINONA DISTRICT MEDICAL SOCIETY: P. 
B. Brumby, Lexington, secretary. 


MISSISSIPPI HOSPITALS 
CALENDAR OF STAFF MEETINGS 
ANDERSON INFIRMARY: Second Friday, each 
month, 6:00 P. M. 
BILOXI HOSPITAL: 
7:30 P. M. 
CLARKSDALE HOSPITAL: 
each month, 1:30 P. M. 
GEORGE C. HIXON MEMORIAL HOSPITAL: 
First Monday, each month, 7:30 P. M. 
JACKSON COUNTY HOSPITAL: Second Thurs- 


First Friday, each month, 


Second Wednesday, 


day, each month except July and August, 7:00 
P. M. 

MERIDIAN SANITARIUM: Second Thursday, 
each month, 6:30 P. M. 

MISSISSIPPI BAPTIST HOSPITAL: Third 
Tuesday, each month, 6:30 P. M. 

NORTHEAST MISSISSIPPI HOSPITAL: First 
Monday, each month, 7:30 P. M. 

U. S. VETERANS HOSPITAL, GULFPORT: 


Every Monday, Tuesday, Wednesday and Thursday, 
10:45 A. M. 
VICKSBURG INFIRMARY: 
each month, 7:00 P. M. 
VICKSBURG SANITARIUM: Tenth or week of 
the tenth, each month, 6:30 P. M. 
WINONA INFIRMARY: First 
month, 7:30 P. M. 


First Wednesday, 


Thursday, each 


HOSPITALIZATION OF THE INDIGENT 
Dear Editor: 

I have not written you this year as I am not the 
editor and the county has not elected one for this 
year. But as you ask that I spill what was on 
my mind and heart for the doctors in Mississippi 
I am still fighting for our hospital program for 
Mississippi and to distribute the funds so that the 
most good can be done at the least expense to 
the state. 

If the program as outlined at the meeting of 
the state medical association and the state hospi- 
tal association committees which was adopted in 
the meeting with the budget commission can be 
passed by the law making body and put into effect 
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for four years we will have the greatest aid that 
we have ever had for the poor and unfortunate 
sufferers. 

I feel that if we can have the plan for the re- 
modeling and equipping of the charity hospital at 
Jackson and make an A-1 standard hospital as a 
clearing house for our other hospitals and for 
special work and equip it with real equipment 
for the latest and best treatment for cancer and@ 
research work and with complete applicances for 
fracture and orthopedic work, we then can handle 
all acute cases in the smaller hospitals. 


I would then like to see a modern and approved 
internship given in connection with this and the 
asylum and the tuberculosis sanitarium. I do not 
believe a better internship could be had in the 
whole country than can be given in this set up. 

May I urge that every doctor begin with his 
representatives and senators now and tell them 
that we are only asking for fifteen cents per 
capita for charity and that is to be allotted to the 
counties according to the population and that if 
the bill is passed that their county will get the 
benefit just the same as the other counties are 
now doing and no one else can take it away from 
them and the charity sufferer can be treated any- 
where in the state that an approved hospital is 
located, 

Just this week I had a talk with a doctor of our 
state that had attended a medical meeting in a 
southern state and the prediction was made on the 
floor of the meeting that ten years and we will 
not be able to have any more medical meetings 
such as we have now and that we will be under 
the yoke of state medicine. I shudder at the 
thought and feel that if the program that is spon- 
sored by the Mississippi State Hospital and Medi- 
cal Associations are carried out and the medical 
men in Mississippi will stand to their posts we 
will not be the party to such a move and when 
we wear such a yoke we will wear it only as pri- 
soners in the hands of an enemy and never as an 
honor. To be honest, little do I believe you and 
I are going to wear it at all for I believe we have 
MEN with principles, guts and friends in our pro- 
fession and we can win and must win. 

R. B. Caldwell, 
Councilor, Third District. 


OBSTETRICS 


The postgraduate obstetric class, composed of 
the doctors of Prentiss County, and additional 
ones from Tishhomingo, Lee and Tippah, assembled 
at the Northeast Mississippi Hospital, Booneville, 
for the last lecture of the course, desires to ex- 
press our very sincere appreciation for the won- 
derful series of lectures we have received from 
Dr. Maxwell E. Lapham. These lectures have been 
timely and practical and very instructive and help- 
ful in every way. 
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We feel that this is the best possible plan that 
can be used to help the busy practitioner in the 
small rural communities, many of whom are un- 
able to leave their practice and go away to take 
postgraduate work, having no one to do it for 
them whil they are gone. Dr. Lapham not only 
covered the practical points in the obstetrics field 
in his course of lectures but we were greatly bene- 
fitted by his counsel and advice in many of our 
private cases. We cannot imagine any one better 
suited for this course of lectures than he. We 
thank him very graciously for his untiring efforts 
in helping us in every way possible and we also 
want to thank Dr. Underwood, the State Board 
of Health, the State Medical Association, Tulane 
University and the Commonwealth Fund for mak- 
ing this course available to us. We sincerely 
hope that we may have the benefit of another 
course of lectures on some other subject, as pedia- 
trics, at an early date. We believe it is of the 
greatest importance to bring postgraduate instruc- 
tion out to the busy practitioner. 

Respectfully submitted, 
Postgraduate Class of Prentiss, 
and Adjoining Counties 
COURSE IN OBSTETRICS 

On October 24 a series of ten lectures, one a 
week, was completed in New Albany, by Dr. Max- 
well E. Lapham. 

These lectures were sponsored by an appropria- 
tion from the Mississippi State Medical Associa- 
tion, Tulane University Schools of Medicine, the 
Commonwealth Fund, the Mississippi State Board 
of Health and each individual physician attend- 
ing the lectures. 

The average attendance for these lectures was 
more than 80 per cent. There was a general ex- 
pression of appreciation for the postgraduate 
course and the general comment was that each 
attending physician felt that the time spent was 
well worth while and that he had gotten something 
out of the course. 





The concensus of opinion is a hope that other 
courses will be sponsored. Instead of obstetrics 
and gynecology, no doubt, a similar 
pediatrics or internal medicine 
appreciated. 


course in 
would be highly 





The above was written by Dr. I. B. Trapp. I 
did not get to attend more than half of the lec- 
tures. I think they were fine and hope we can 
get a course on medicine later. 

S. E. Eason 





POSTGRADUATE COURSE IN OBSTETRICS 
Announcement of Fifth Circuit: 
November 29. 


November 4— 


Centers Day of Beginning 
Houston Monday, November 4 
Pontotoc Tuesday, November 5 
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(Hours and places of meetings subject 
to change by the groups) 

FIELD CLINICIAN AND LECTURER: Dr. 
Maxweil E. Lapham, Philadelphia. 

OUTLINE: 1. Early Diagnosis of Pregnancy. 
2. Progress of Pregnancy, 3. Abortion 4. Hemorr- 
hage in Pregnancy and Puerperium 5. Toxemias 
of Pregnancy 6. Management of Normal Delivery 
7. Some abnormal Positions and Presentations 8. 
Postpartum Care 9. Care of Newborn 10. Gyneco- 
logical Complications of Pregnancy. 

METHODS: Then meetings of two hours, one 
for lecture, one for clinical demonstrations and 
round-table discussions. Effectiveness of demon- 
strations will depend upon availability of patients, 
who can be seen by the Field Clinician only upon 
recommendation of members of the classes. Dr. 
Lapham’s out-of-class hours will be devoted to 
instruction in any manner desired; for instance, 
physicians may arrange with him for practical 
applications by means of examinations of patients 
in their own offices. 


SCHEDULE OF CLASSES: Houston, beginning 


Monday, Nov. 4 at 2:00 P. M. in basement of 
post-office. Local committee in charge of arrange- 
ments and clinical material: Dr. Douglas D. 
Baugh, chairman, Dr. F. L. McGahey, Dr. J. 
James, Dr. E. F. Arnold. 

Pontotoc, beginning Tuesday, Nov. 5, at 2:00 
P. M. in Dr. R. P. Donaldson’s office. Local 


committee in charge of arrangements and clinical 
material: Dr. R. P. Donaldson, chairman, Dr. W. 
H. Reid, Dr. Z. A. Dorsey, Dr. A. M. McGregor, 
Dr. E. B. Burns. 

NOTE: The Houston class embraces the follow- 
ing territory: Calhoun, Chickasaw, Choctaw, and 
Webster Counties. 

Q. Edward Gatlin, Secretary 
Committee on Postgraduate Medical Education 
Mississippi State Medical Association 
P. O. Box 770, Jackson, Mississippi 





MISSISSIPPI STATE BOARD OF HEALTH 


On November 8, Dr. Felix J. Underwood is to 
preside over the Health and Mental Hygiene sec- 
tion of the State Social Workers’ Conference. The 
meeting will be held at the Robert E. Lee Hotel. 
Dr. M. E. Lapham, who is conducting the post- 
graduate obstetrical lecture courses in Mississippi, 
and Dr. William D. Hickerson, in charge of the 
Field Tuberculosis Diagnostic Unit, will be the 
speakers the morning of November 8. 

Dr. W. K. Sharp, Jr., assistant surgeon, U. S. 
Public Health Service, with headquarters at New 
Orleans, was a recent visitor to the State Board 
of Health. 

The meeting of the State Nurses’ Association 
was well attended and the program was very 
interesting. Sincere congratulations are offered 
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ville. She will adorn and dignify the place. 
Felix J. Underwood 
Executive Officer 





MISSISSIPPI STATE NURSES ASSOCIATION 

The Mississippi State Nurses Association at its 
annual meeting November 2, elected officers as 
follows: President Mary E. Dorsey, R. N., first 
vice-president, Verna L. Clark, R. N. Vicksburg; 
second vice-president, Mary D. Osborne, R. N., 
Jackson; third vice-president, Mary H. Trigg, R.N., 
Greenville; fourth vice-president, Catherine Kent, 
R.N., Jackson; fifth vice-president, Sue Collins, 
R.N., Biloxi; secretary, Bertie Jones, R.N., Sana- 
torium; treasurer, Cleta Kitchens, R. N., Green- 
ville. 

The next meeting of the Association will be 
held in Vicksburg. 
ee 
DEATHS OF MISSISSIPPI PHYSICIANS 

Dr. J. H. Kennedy, Pinola, October 

Dr. W. C. Caraway, Forest, October 

Dr. J. Charles Buckely, Bay St. Louis, October. 
Dr. J. R. Lockhart, Sherard, October 

Dr. J. W. Gray, Clarksdale, November. 


DR. JAMES WILLIAM GRAY 

Dr. J. W. Gray, Clarksdale, died November 7, 
at his home. He had been in failing health for 
several years and for the past twelve months had 
been unable to attend to his practice. For a week 
preceding his death he had been critically ill and 
under the care of local physicians who were his 
personal friends. 

Dr. Gray was born in Holly Springs, April 16, 
1865. He was licensed to practice medicine in 
Mississippi in 1887 and practiced in Myotte from 
1887 to 1889. He received his doctors degree from 
the Kentucky School of Medicine in 1890, and from 
that time has practiced in Clarksdale. 

He was councilor of the first district of the 
Mississippi State Medical Association in 1907 to 
1908 and president of the Association in 1908 to 
1909. He was the father of the medical defense 
feature of the Association. He had served as 
president of the Clarksdale and Six Counties Medi- 
cal Society and as president of the Tri-State Medi- 
cal Association, 1917-1919. He was a fellow of 
the American Medical Association. 

Dr. Gray married Miss Margaret Roberts De- 
cember 8, 1891. They had two children, James 
W., Jr., and Agnes. 

For many years he served as a member of the 
Clarksdale school board and before the city adopt- 
ed a commission form of government was alder- 
man for a number of years. He was vice-presi- 
dent of the Bank of Clarksdale. He was junior 
warden of St. George’s Episcopal Church. 


the new president, Miss Mary E. Dorsey of Green- 


Dr. Gray is survived by his wife, his son and 
daughter, three grandchildren, a brother and three 
sisters. 

A kindly man, sympathetic and sincere, he 
drew men to him and held them fast friends by 
his loyalty and willingness to serve. 

T. M. Dye 


Sa 
ADAMS COUNTY MEDICAL SOCIETY 

The regular monthly meeting of the Adams 
County Medical Society was held October 15 at 
the Natchez Charity Hospital with eight members 
in attendance. 

Dr. J. W. D. Dicks read a paper on “Useless 
Surgery.” 

The Adams County Medical Society and the 
Homochitto Valley Medical Society extends greet- 
ing and best wishes for 1936 to their Sister So- 
cieties, and hope we will fall in line with Dr. 
Hill’s suggestion, and materially increase our 
membership of the State Association for 1936. 

Mississippi has too many physicians who are 
eligible and not members. 

Lucien S. Gaudet 





CENTRAL MEDICAL SOCIETY 

The November meeting of the Central Medical 
Society was held at the Mississippi State Hospital, 
Whitfield. The society was guest of Dr. J. M. 
Acker, superintendent of the new hospital, and 
his staff. 

The hospital was opened for inspection at 3:00 
o'clock and a good many doctors availed them- 
selves of the opportunity to see the grounds and 
buildings. 

The program began at 5:30 P. M. and included 
three case reports by Drs. E. S. Busby, A. L. 
Monroe, and J. E. Brown, a case presented by Dr. 
Hollowell and a paper, “The Importance of Com- 
plete History In Diagnosing Psychiatrical Condi- 
tions,” by Dr. W. H. Watson. 

Dr. A. Street, Vicksburg, was introduced as the 
guest speaker and presented a paper on “Im- 
proved Methods in Roentgen Therapy of Malig- 
nant Conditions.” This paper was well presented 
and discussed. 

The meeting was then adjourned to the ban- 
quet hall where a fried chicken dinner was served 
to about 70 members. 

L. W. Long, 
Secretary 





The annual meeting and banquet of the Central 
Medical Society will be held at the Robert E. Lee 
Hotel, Thursday, December 5. The _ principal 
speaker on the program is Dr. James S. McLester, 
president of the American Medical Association. 
Drs. Paul Gamble, Greenville, and J. Gould Gard- 


ner, Columbia, are also on the program. A large 
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gathering of physicians from Mississippi is 
planned. There will be a social hour from five 
to six P. M., with banquet at 6 P. M., and the 
program will follow the banquet. 
L. W. Long, 
Secretary 


CLARKSDALE AND SIX COUNTIES MEDICAL 
SOCIETY 
The sixty-seventh semi-annual session of the 
Clarksdale and Six Counties Medical Society was 
held at Clarksdale Wednesday, November 13. The 
program as announced by the secretary, Dr. N. 
Cc. Knight, was as follows: 
AMERICAN LEGION HUT—2 P. M. 
Business Session 
Scientific Session: 
Appendicitis in Children—Dr. Eugene Rosa- 
mond, Memphis. 
Hypertension—Dr. S. D. Robinson, Clarksdale. 


Dental Cripples—Dr. Felix J. Underwood, 
Jackson. 

The Pathology of Syphilis—Dr. L. B. Austin, 
Rosedale. 


Peeping Around the Corner in Medicine and 
Surgery—Dr. John Darrington, Yazoo City. 
Recess 
ALCAZAR HOTEL—7 P. M. 
Banquet and Entertainment 
President’s Address—Dr. J. L. Nichols, Alli- 
gator. 
Agranulocytosis (Stereoptican Illustrations)— 
Dr. H. G. Rudner, Memphis. 
Discussion: Dr. J. J. Shea, Memphis, Tenn. 


ISSAQUENA SHARKEY WARREN COUNTIES 
MEDICAL SOCIETY 

A regular monthly meeting of the Issaquena- 
Sharkey-Warren Counties Medical Society was 
held at the Elks Club, Vicksburg, Tuesday, No- 
vember 12 with twenty-five members and four 
guests present. Dr. F. Michael Smith, president, 
presided. 

After a supper served at 7 P. M. and the read- 
ing of the minutes, the following scientific pro- 
gram was presented: 

1. Gross Lesions of the Three Most Common 
Heart Diseases—Dr. Robert H. Potts, New Or- 
leans. 

Discussed by Drs. W. P. Robert, L. S. Lippin- 
cott, B. B. Martin, Jr., and W. K. Purks. 
Dr. Potts closed. 

2. The General Management of Rheumatic 

Heart Disease—Dr. L. J. Clark, Vicksburg. 
Discussed by Drs. W. E. Johnston, Robert H. 
Potts, and W. K. Purks. Dr. Clark closed. 

3. Some Special Problems of the Diagnosis and 
Treatment of Rheumatic Heart Disease—Dr. W. 
K. Purks, Vicksburg. | 


Discussed by Drs. L. J. Clark, T. P. Sparks, 
Jr. for W. H. Parsons, and Richard W. 
Young. Dr. W. K. Purks closed. 

Dr. W. K. Purks, Vicksburg was program chair- 
man and presided during the scientific session. 

Substitute resolutions presented by the Com- 
mittee on Public Health and Legislation at the 
last meeting and tabled for study, were read and 
adopted as follows: 

WHEREAS, the incidence of unjustified personal 
damage suits is increasing, and 

WHEREAS, the filing of unjustified malprac- 
tice suits against members of the medical profes- 
sion is coincidently becoming more _ prevalent, 
damaging the reputation of the physicians sued in 
particular and the whole medical profession in 
general even when the suit is successfully de- 
fended, and 

WHEREAS, To successfully carry such fraudu- 
lent cases through our courts requires the collu- 
sion of unscrupulous members of the medical and 
legal professions, 

THEREFORE, BE IT RESOLVED, That it is 
incumbent upon the medical and legal professions, 
the state legislature and the courts of justice to 
solve this problem, and further, 

That the Issaquena-Sharkey-Warren Counties 
Medical Society do heartily condemn such prac- 
tices and pledges itself to aid in every way to 
prevent and defeat them. 

To this end, the following suggestions are made: 

lst. When any responsible interested party 
shall call to the attention of the president of this 
Society that a member of it has given legal tes- 
timony in a personal damage or malpractice suit, 
and represents that such testimony was false and 
untrue, the president shall be empowered to ap- 
point an investigating committee of three mem- 
bers, (preferably the Board of Censors) to in- 
vestigate the matter. If their investigations re- 
veal that the member physician has given untrue, 
partial or biased testimony, the Society shall expel 
him from membership, and from organized medi- 
cine, giving full publicity to their actions, and 
request the State Board of Medical Examiners to 
revoke his license to practice medicine. 

2nd. The Society shall memoralize the House 
of Delegates of the Mississippi State Medical As- 
sociation to adopt similar rules of action. 

3rd. The Society shall memorialize the House 
of Delegates of the Mississippi State Medical As- 
sociation to request the cooperation of the Missis- 
sippi Bar Association requesting it to adopt and 
carry out similar rules and take such other steps 
as may seem necessary. 

The annual meeting of December 10 was dis- 
cussed and the following committees were appoint- 
ed by the President for the occasion: 

BANQUET—Drs. F. M. Smith, L. S. Lippincott, 
E. H. Jones. 
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OPEN HOUSE —Drs. G. C. Jarratt, P. S. Herring, 
J. S. Ewing, J. A. K. Birchett, Jr., W. P. Robert, 
G. P. Sanderson, A. Street. 

AUTOMOBILES—Drs. L. J. 
wards, W. E. Johnston, N. B. 
Jr., T. P. Sparks, Jr. 

OFFICIAL GUESTS: Drs. B. 
©. Knox, H. H. Johnston, W. C. 
Jr. 

PAST 


Clark, C. J. Ed- 
Lewis, B. B. Martin, 


B. Martin, Jr., I. 
Pool, R. A. Street 


PRESIDENTS’ REUNION—Drs. S. W. 
Johnston, W. H. Parsons, W. H. Scudder, H. H. 
Haralson, G. M. Street. 

GENERAL RECEPTION—Drs. W. K. Purks, A. 
K. Barrier, J. B. Benton, J. A. K. Birchett, M. J. 
Few, G. W. Gaines, H. S. Goodman, T. W. Huey, 
D. A. Pettit, W. A. Smith, D. P. Street, E. B. Strib- 
ling, H. B. Wilson. 

It was announced that 22 of the 25 past presi- 
dents of the Mississippi State Medical Associa- 
tion now living in the state have signified their 
intentions of attending the December meeting. 
Fifteen officers of the State Medical Association, 
including Dr. J. R. Hill, president, and Dr. Har- 
vey F. Garrison, president-elect, will also be pre- 
sent. The officers of the Louisiana State Medical 
Society have been invited. Other members of the 
State Associations of Mississippi and Louisiana 
will be extended invitations. 

Dr. Henry Brown Goodman, Anguilla, was elect- 
ed to membership. 

An invitation was received from the Central 
Medical Society to attend the annual meeting at 
Jackson on December 5, and Dr. F. Michael Smith, 
president, was elected as official representative 
of this Society. 

The next meeting of this Society will be held 
Tuesday, December 10. The program will include 
open house and planned visits to points of interest 
during the afternoon, a banquet at 7 P. M., and 
the following scientific presentations: 

Gas Gangrene—Dr. Battle Malone, Memphis, 
Tennessee. 

Some Aspects of the Pellagra Problem—Dr. Vir- 
gil P. Sydenstricker, Augusta, Ga. 

Consideration and Management of the More 
Common Types of Diarrhea and Constipation.— 
Dr. Philip W. Brown, Rochester, Minn. 

Officers for 1936 will be elected at this meeting. 


NORTH MISSISSIPPI MEDICAL SOCIETY 

The Norfh Mississippi Medical Society held its 
fourth quarterly meeting at Oxford, Friday, Octo- 
ber 9, in the Graduate Building on the University 
Campus where it was called to order at 2:15 by 
the president, Dr. W. W. Phillips. The invocation 
was given by Rev. John Stephens, pastor of the 
Methodist Church, Oxford. Minutes of the 
ceding meeting were read and adopted. 

The secretary announced a postgraduate course 
in obstetrics consisting of ten lectures and clinics 


pre- 
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by Dr. Lapham, beginning in Oxford, December 2. 

The Society voted to accept the Tate and DeSoto 
County Medical Society members into the North 
Mississippi Medical Society unofficially and treat 
them as members until official action could be 
taken at the next Council meeting at the State 
Association meeting. 

Drs. E. V. Bramlett and R. J. 
elected to membership. 

The Society voted to hold the October meeting 
each year in Oxford and to hold the other qarter- 
ly meetings at various cities in the district by in- 
vitaticn. An invitation was extended from New 
Albany for the January meeting and was accepted 
by the Society. 

The Society voted to eliminate vice-presidents 
from each county and to electe only one from the 
counties at large. 

Officers elected for 1936 are as follows: 
dent: Dr. 


Criss, Jr. were 


Presi- 
R. G. Grant, Holly Springs; Vice-Presi- 


dent: Dr. J. S. Donaldson, Oakland. 

County Delegate Alternate Delegate 
Benton J. H. Ferrell J. J. McGowan 
Lafayette F. E. Linder E. V. Bramlett 
Marshall Ira B. Seale R. G. Grant 
Panola J. M. Anderson A. P. Alexander 
Tippah John E. Tate A. V. Murry 
Union S. E. Eason H. P. Boswell 


Yalobusha L. S. Brown R. J. 
Secretary: A. H. Little, Oxford. 


Criss, Sr. 


The following papers were presented: 
(1) “Some Helps in Kidney Disease” (with 
lantern slides)—Dr. Leon S. Lippincott, 


Vicksburg. 


Discussed by Drs. A. H. Little, J. A. K. 


Birchett, Jr., and S. E. Eason. 
On motion of Dr. S. E. Eason the Society 
requested Dr. Leon S. Lippincott to send 


his paper to the “Mississippi 
publication. 

(2) “Acute Circulatory 
Warr, Memphis. 
Discussed by Drs. J. C. Culley, P. W. Row- 
land and S. E. Eason. 

(3) “Football Injuries of the Knee’, with slides 
and motion picture—Dr. Willis Campbell, 
Memphis. Discussed by Drs. J. C. Culley 
and Leon S. Lippincott. 

In addition to the numerous members of the 
Society who were present the following guests 
were registered: Dr. J. R. Hill, Corinth, president 
of the Mississippi State Association; Drs. A. J. 
Weissinger and J. M. Wright, Hernando; Drs. 
Leon S. Lippincott and J. A. K. Birchett, Jr., 
Vicksburg; Dr. J. Gould Gardner, Columbia; Dr. 
D. C. Funderburk, Olive Branch; Drs. W. D. Smith 
and H. F. Byers, Senatobia; Dr. Gilruth Darring- 
ton, Yazoo City. 

Dr. B. S. Guyton, acting dean, and Chancellor 
Butts represented the University 


Doctor” for 


Failure.’"—Dr. Otis S. 


of Mississippi 
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School of Medicine at the recent meeting of the 
Association of American Colleges at Toronto. 
A. H. Little, 
Secretary 
PONTOTOC COUNTY MEDICAL SOCIETY 
Pontotoe County Medical Society met in regular 
November 5. Dr. Maxwell E. Lapham 
began his course of obstetrical lectures on that 
date. We had seven physicians present at the 
first meeting and ten on the second on November 
7. This course consists of ten lectures and we 
have one every other day. 


session 


R. P. Donaldson 


TALLAHATCHIE COUNTY MEDICAL SOCIETY 

The Tallahatchie County Medical Society met 
at its regular monthly meeting on Friday, Novem- 
ber 1, at Summer. There were 13 physicians and 
one dentist present. I believe we have one of the 
best and interested set of doctors in the 
state. The same old faithful crowd is always on 


most 


hand. 

A Dutch supper was served at the cafe which 
was enjoyed by all. Dr. G. C. (Buster) Denson 
of Vance is always present to give advice on most 
any question and relate some interesting exper- 
iences. Anyone who has trouble getting their 
charity patients into state charity institutions or 
who has trouble collecting their bills should write 
Dr. Denson for information. 

New officers elected for the ensuing year were 


D. G. Bardwell, Charleston, president; J. W. 
Moody, Charleston, vice-president; J. E. Powell, 
secretary and treasurer. 

Dr. Lacy Biles, county health officer, Sumner, 


made a short address emphasizing the importance 
of inoculation of the school children against com- 
municable diseases and soliciting the support of 
all physicians in getting the school children exam- 
ined and the tests made. 

Pyosalpinx and acute pelvic conditions were the 
chief subjects for discussion. 
opened by J. 


The discussion was 
W. Moody after which there was a 
general discussion. 

The next meeting place will be at Tutwiler. 
Dr. Denson invited us to meet at Vance for a duck 
supper if we would bring the ducks. 

J. W. Moody 
ADAMS COUNTY 

It is with keen regret the members of the medi- 
cal profession learned of the death of Dr. T. E. 
Hattiesburg. The medical profession of 
Mississippi has met with a great loss. Dr. Ross 
was a leader in medicine and surgery, and the 
sympathy of all who knew 
family. 


toss of 


him go out to his 


Dr. Bryan in his materful style gave us some- 
thing to meditate on. His paper “The Universal 


Challenge,’—Ewing Fox Howard Oration, was a 
classical delivery but we could expect nothing’ else 
from one who uses the pen in so versatile a man- 
ner. Whatever Dr. Bryan writes, is always read 
with pleasure and leaves us better fitted to cope 
with the problems of life. To have known Dr. 
Howard was to love him, to know Dr. Bryan is 
to do the same. No discourse is necessary on his 
thoughts of the cancer problem, as he covers that 
thoroughly. 

Sincere good wishes to all members of the pro- 
fession and their families for a Merry Christmas 
and a most prosperous New Year. 

Lucien S. Gaudet 
County Editor 


AMITE COUNTY 

Not much news this month from Amite County. 
We notice that a membership drive for doctors, 
not at present associated with organized 
cine, is to be put on over the state. 
hundred per cent in Amite County. 

We received the booklet on proper nomencla- 
ture as regards causes of death and feel that it 
will be of great assistance to us as well as to our 
state statisticians if we will only take the time to 
consult it. 

“Believe it or not,” but interesting at least. My 
grandfather who was a surgeon in the civil war, 
delivered Dr. W. E. Brumfield, oldest member of 
our medical society. Dr. Brumfield in turn deliv- 
ered a certain lady of a daughter and in turn, it 


medi- 
We have one 


became my duty recently to deliver this lady’s 
daughter of a daughter. 
W. T. Thornhill, 
County Editor 
CHICKASAW COUNTY 


Dr. Maxwell E. Lapham of Philadelphia, Penn. 
is at present conducting a series of postgraduate 
lectures in obstetrics at Houston and at Pontotoc 
on alternate days under the auspices of the State 
Medical Association. His splendid 
well attended. 

The doctors of Chickasaw County have organized 
to force collection of bills under the name of the 
Medical Economic Bureau of the Chickasaw Coun- 
ty Medical Society. The names of delinquents are 
turned over to the secretary, who furnishes each 
physician with a copy of the names of all delin- 
quents so that cash in advance will be required 
of those who will not pay the regular family phy- 
sician. 

The plan has been in effect for two weeks and 
already doctors reports a very favorable response. 

Douglas D. Baugh 
County Editor 


lectures are 


COAHOMA COUNTY 
Dr. I. P. Carr, Clarksdale, attended the “Ole 
Miss”—Florida football game in Oxford a couple 
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of weeks ago, at the same time visiting friends 
there. 

We are glad to report at this time that Dr. T. 
G. Hughes has almost completely recovered from 
an automobile accident last summer in which he 
sustained a severe injury to his knee as well as 
other minor injuries. He has resumed his active 
practice. 

Dr. T. M. Dye was a business visitor in Ponto- 
toc, Jackson, and other points during the month. 
Dr. Dye and Dr. D. H. Raney are planning to 
attend the annual convention of railway surgeons 
in Chicago in November. 

Several physicians here including Drs. Barrett, 
Griffin, Knight, and others, are planning to attend 
the meeting of the Southern Medical Association 
in St. Louis in November. A most profitable and 
pleasant meeting is anticipated by all. 

The staff of the County Health Department was 
increased the first of October by the addition of 
a dental hygienist, Miss Josephine Porter, Como. 
Miss Porter has had excellent training in this 
work in Memphis, Tenn. and until recently has 
been assistant to Dr. Towner of that city. Miss 
Porter is now busily engaged in carrying out a 
program of dental prophylaxis under the direction 
of Dr. N. C. Knight, county healthy officer. 

Dr. I. W. Barrett, Clarksdale, formerly with the 
Crisler Clinic at Memphis, will build a two-story 
clinic in Clarksdale at a cost of $10,000. 

The structure will be situated on the west end 
of the old Cutrer Square. Work on the ground 
has commenced. Dr. Barrett states that the struc- 
ture will be completed in three months. The 
building will be reinforced concrete and hollow 
tile construction. 

Plans were prepared by Lyman Abbott, archi- 
tect. The general contract was awarded to W. R. 
Ellis, Clarksdale contractor. Materials will be 
furnished by the M. L. Virden Lumber Co. of 
Clarksdale. An air conditioning system will be 
installed by McGregor, Inc., of Memphis. 

This clinic will consist of two stories, servants’ 
living quarters and four garages. The first floor 
will consist of reception rooms for white and col- 
ored, clerks’ offices, treatment rooms, private of- 


fices, roentgen ray and dark room, bath room, lava- 


tories and laboratory. 

The second floor will be a completely furnished 
penthouse apartment which will serve as pr. 
Barrett’s living quarters. The entire structure is 
being built along modernistic lines and will be 
air-conditioned throughout. 

At the present time Dr. 
operating the clinic alone. 


Dr. LeRoy 
Jackson 


Barrett anticipates 


Wilkins was a business visitor to 
during the month. 

N. C. Knight, 
County Editor 
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DESOTO COUNTY 

We had the pleasure of a visit from our es- 
teemed friend, Dr. T. M. Dye, Clarksdale. In 
years gone by his father was pastor of our home 
church. Dr. T. W. Dye was a gallant soldier 
under the Stars and Bars of the Confederacy and 
no less valiant under the Banner of the Cross. 
A worthy son of a worthy father. Melville and 
Mrs. Dye are the parents of six fine sons, of whom 
they are justly proud. 

The North Mississippi Medical Society had a 
fine meeting at the University on October 18. The 
program and the attendance were both unusually 
good. Dr. W. W. Phillips is president and Dr. 
W. W. Phillips is president and Dr. A. H. Little 
secretary of this progressive organization. Both 
of these gentlemen reside in Oxford. 

The doctors and their families of this county 
are all in good health and spirits and feel more 
inclined to carry-on than they did in the early 
1930's. 

Mrs. A. J. Weissinger, accompanied by her 
daughter, Mrs. W. B. Kountz and children in St. 
Louis. Dr. Weissinger visited this city earlier in 
the year. 

Dr. C. Whitley Emerson left recently for Mobile 
to fish in the bay and gulf for a few days. He 
was joined at West Point by his father-in-law, 
Dr. I. W. Dotson, and friends. 


Dr. O. C. Brewer, Jayes, Southwest Mississippi, 
has located in Penton this county. Prior to four 
years ago Dr. Brewer lived at Eudora. 

L. L. Minor, 
County Editor 


FORREST COUNTY 


Dr. S. E. Bethea opened the deer season at 
Vinegar Bend, Alabama, November 1. He has been 
getting about on crutches since then and relates 
a story about stumping his toe while carrying a 
heavy buck. He still insists that the buck did 
not run over him. 


Dr. J. P. Culpepper, Jr., enjoyed an outing on 
the Gulf Coast during the first week in October. 
He was the guest of General B. H. Markham, 
head of the American Petroleum Institute of New 
York. The number of fish caught is immaterial, 
for, he says a good time was had by all. 

Dr. V. Carlton Temple spent two weeks in Nash- 
ville, Tennessee, recently, visiting old friends and 
clinics. 

Dr. F. T. Bower attended the World’s Series and 
saw all the games played in Detroit. 

Dr. R. H. Clark also visited Detroit, attending 
the International Medical Congress. 


Dr. C. C. Buchanan has recently returned from 
the Balyeat Hay Fever and Asthma Clinic in 
Oklahoma City, Okla., where he took a short course 
of study on these subjects. 
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Among the Hattiesburg doctors expecting to 
attend the meeting of the Southern Medical As- 
sociation in St. Louis, are Doctors W. W. Craw- 
ford, C. C. Buchanan, J. P. Culpepper, H. L. Mc 
Kinnon, and T. E. Ross, Dr. Buchanan is to appear 
on the program. 

T. E. Ross 
County Editor 


HINDS COUNTY 
Dr. William R. K. Beck has announced the open- 
ing of his offices at 215-217 Standard Life Build- 
ing, Jackson. He will give special attention to 
roentgen ray and radium superficial and deep 
therapy, dermatology and syphilology. 


ISSAQUENA COUNTY 

On account of the local political situation here 
the attention of the entire country has been direct- 
ed to Issaquena County since the August prima- 
ries. At that time one of our two factions bolted 
the Democratic primary in a body. 

The other faction went right ahead with the 
primary, and nominated the regular Democratic 
ticket strictly according to law. 

Obviously the bolters had two objects in view; 
first, to gain more time to put over their bold 
deal; and, second, to knock out those unfortunates 
who could vote in a Democratic primary, but 
could not vote in the general November election. 
This masterful coup would have eliminated ten 
per cent of the voters of the county, who, almost 
to a man, had stood by the regular primary. They 
were of the property owners, the substantial citi- 
zens of the county, who had not been able to pay 
ALL taxes assessed against them. 

However, the Legislature met meantime, and 
restored to the DELINQUENT PROPERTY TAX- 
PAYERS their right to vote. They were thus 
placed on an equal footing with the floating pop- 
ulation, with those people who have no interests 
in the coutny, and pay no taxes whatever except 
their poll tax. 

In such cases the press usually makes use of 
such terms as “fraudulent elections, steals,” etc. 
But Issaquena’s skirts are free from such accusa- 
tions. Instead of a STEAL, it was strictly a 
DEAL, a business transaction, open and above 
board. There was nothing done in the dark, or 
under cover, but everything was open and above 
board. 

This is the first time since we ran out the Car- 
pet Baggers and Republicans years ago that Issa- 
quena has elected anybody to office except a Dem- 
ocrat. No wonder the people sat up and took 
notice. This interest was not confined to the 
South alone, but the people of the North were 
interested. 

It is so unusual for a Democrat to be beaten 
for office in Mississippi that it is said one of the 
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great Northern Dailies wired congratulations to 
one of our successful bolters. They do not know 
anything about bolters up there. The ignorance 
of a great newspaper is amazing! Up there they 
have two parties, Democrats and Republicans. 
They do not know that we have no Republicans in 
Issaquena, but just straight out Democrats and 
crafty bolters. 
W. H. Scudder, 
County Editor 


JASPER COUNTY 

Dr. J. W. Stringer, Stringer, is 
nicely after a tonsillectomy. 

Dr. J. J. Tatum, Montrose, the most aged doctor 
in the county, continues very feeble. 

Dr. J. B. Thigpen, Bay Springs, expects to at- 
tend the meeting of the Southern Medical As- 
sociation in St. Louis. 


convalescing 


J. B. Thigpen 
County Editor 


LEFLORE COUNTY 


Miss Louise Sandifer, daughter of Dr. and Mrs. 
F. M. Sandifer, Greenwood, was married to Mr. 
William Claude Hicks, Inverness, at the First 
Presbyterian Church, Greenwood, at 5:30 P. M. 
October 1. Dr. F. M. Sandifer, Jr., New Orleans, 
brother of the bride was one of the groomsmen. 
He returned to New Orleans October 2. 

Dr. T. B. Holloman, Itta Bena, spent Sunday, 
October 6, in Helena Ark., visiting his daughter 
Mrs. W. W. Boone. 


Dr. J. H. Kennedy, Pinola, father of the late 
Dr. J. P. Kennedy, Greenwood, died at his home 
in Pinola, October 7, and was buried in Jackson, 
October 8. 


The following doctors of Greenwood attended 
the meeting of the Delta Medical society at Moore- 
head, October 9: Drs. L. A. Barnett, J. A. Craw- 
ford, W. E. Denman, W. B. Dickins, L. F. 
gurson, and L. B. Otken. 

Dr. Mildred Clark, Omaha, Neb., secretary-treas- 
urer of the Nebraska Medical Association, was a 
visitor to Dr. Ruth Dean, October 10. 

Dr. Tate Carl, Memphis, Tenn., visited in the 
home of his father Mr. A. S. Carl, Greenwood, 
Sunday, October 12. 

Dr. E. R. Shurley, Money, is in the Veterans 
Hospital, Washington, D. C., for treatment. 

Dr. W. A. Berryhill, Eupora, visited friends in 
Money, October 15. 

Dr. and Mrs. R. L. Segrest, Wisner, La., attend- 
ing the funeral of Mr. J. C. Osborn, father of Mrs. 
Segrest, who died in Green wood, October 15. 

Dr. W. E. Denman spent his vacation, October 
15 to 20 visiting relatives in Tennessee. 

Dr. and Mrs. W. B. Dickins attended the wed- 
ding of their son, Dr. R. D. Dickins, and Miss 
Anna Edwards at Monticello, Ark., October 17. 


Fer- 
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Dr. and Mrs. W. H. Frizell, Brookhaven, visited 
their daughter, Mrs. Herbert McShane, Green- 
wood, October 21 and 22. 

Dr. Fred Adams, New York, N. Y. 
brother, Dr. J. C. Adams, here October 
his way to attend “Homecoming” of Tulane. Dr. 
and Mrs. J. ©. Adams and daughters, Mona and 
Yancey, accompanied Dr. Fred Adams to New Or- 
leans for a few days’ visit. 

Wishing a Merry Xmas and Happy New Year 
to all the county Editors, county societies and 
hospitals of the state, and Dr. Lippincott, our 
editor in chief, I bring to a close my news items. 

W. B. Dickins 
County Editor 


visited his 


29, on 


MONROE COUNTY 


Of a truth, time and tide do not lag. Christmas 
comes on apace. At that glad time we remember 
friends and are made very happy by evidence that 
they remember us. Since this is to be my last 
communication before the yuletide, I send to each 
of you, my friends, my best, my heartiest, my 
cheeriest Christmas greetings. My is that 
this may have been a good year and may much 
joy be yours in contemplation of the sum total 
of the experiences that have come to you. May 
I dare suggest that after the “breathing spell” 
that will be yours (and mine) during the holi- 
days, that we take up the duties of the coming 
year ~*~: h renewed hopes and courage—that we 
realize that while the fight is, by no means, ended, 
that we are ( or should be) better prepared to 
fight the winning fight then we have been before. 
It seems to me that light is breaking through the 
that, perhaps, a brighter, happier day is 
dawning. Much water has flown under the bridge, 
but the bridge still stands, and water still flows. 
The members of our profession have borne well 
their part in the conflict. Notwithstanding the 
distressed state of things—even though the foun- 
dations of all organized society and civilization 
have been made to tremble, we have stood firm. 
The devotion to duty that has always character- 
ized our membership—the hungering for and striv- 
ing after truth and knowledge has not been lessen- 
ed in any sense. Some of our friends and com- 
patriots have fallen—but they fell in honorable 
combat and we are both duty-bound and happy to 
bless their memory. Their dying hands flung to 
us the torch. It is ours to hold it high. Let us 
not betray them nor their faith in us. Much more 
is in my heart and on my mind, but your interest 
and patience may not keep pace with my desires. 
So permit me to say to one and all of you I wish 
you a merry and happy Christmas time. 

There is no sickness among my doctors nor in 
their families. They are the finest bunch of “fel- 
be found on the face of the globe. I 
cherish them all. Our county society 


wish 


darkness 


lows” to 
love and 
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met last night in monthly conclave. 
and interesting meeting. 


It was a good 


G. S. Bryan, 
County Editor. 


NEWTON COUNTY 

Now the year is drawing to a close we trust 
the same upward trend in business will continue. 
It has been a much better year for us than any 
since 1929. 

The past month has been a rather busy one 
with the medical connections in this vicinity. We 
have just been advised that Mr. M. L. Flynt, Jr., 
son of Dr. M. L. Flynt, joint owner of the Newton 
Infirmary, has merited one of the highest honors 
that can be received in a medical fraternal order. 
that of membership in Alpha Omega Alpha fra- 
ternity, same having been conferred on him on 
account of his rating in class. Mr. Flynt is a 
student in Tulane Medical College, New Orleans, 
having entered on a Commonwealth scholarship, 
and will graduate at the end of the present term. 

Dr. Omar Simmons, active-superintendent of 
Newton Infirmary, recently made a trip to the 
Mayo Clinic visiting other hospitals enroute in 
Chicago. Dr. Simmons was accompanied by Mrs. 
Simmons. 

Mrs. W. G. Gill and daughter, Frances, of Jack- 
son, visited in the home of Dr. and Mrs. Dudley 
Stennis. 

Mrs. H. G. Greer, Anguilla, daughter of Dr. T. 
E. Jarvis, has been visiting her mother and father 
here in anticipation of an heir apparent who made 
his arrival October 19, being a son whom they have 
named H. C. Greer, 3rd. Both mother and son 
are getting along fine. 

Dr. W. E. Box, who has been absent from his 
office for the past several weeks on account of 
illness, resumed his practice November 7. Tle is 
much improved. 

Mrs. Box underwent a minor operation in New- 
ton Infirmary and is making a splendid recovery. 

Capt. Hughes B. Jenkins, assistant district 
surgeon of Ft. Barrancas, Fla., was here on an in- 
spection tour of C. C. C. Camps and hospitals that 
serve the camps the first week of November. 

Dr. J. M. Campbell, C. C. C. Camp, Roberts, has 
been relieving Dr. Robinson in Meridian: Dr. EF. 
A. Cleve, Burns Camp, has been looking after the 
medical department of Roberts Camp and Dr. 
Vonnie Hall, Morton Camp, has been doing the 
surgery. Dr. Campbell is expected to return No- 
vember 12 and each will resume his regular as- 
signed work. 

Miss Juanita Osborne, niece of Drs. Jno. T. and 
Chas. Gibbons, New Orleans, and Dr. S. E. Osborne. 
C. W., Columbus, as one of 26 girls in a special 
Greenwood, has been especially chosen at M. S. 
dancing group to be presented there November 22 
which presents an adaptation of Folkine’s “Les 
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Syiphides.” music by Chopin. Miss Osborne is the 
daughter of Mr. and Mrs. M. B. Osborne of this 
city. 

Newton is to witness one of the largest air fes- 
tivals in the history of the state November 11 
when Al and Fred Key and their famous “Ole 
Miss” will give a demonstration of their refueling 
feature. Maj. O’Keefe of Biloxi, for whom the 
local port is named, will be present. Maj. Che- 
nault with his “flying trapeze” will give a dem- 
onstration of army maneuvers. Maj. Roscoe Tur- 
ner has been invited to be present, as well as all 
high officials of the state, including present and 
elect governors, senators and Senator Heflin of 
charge of first aid headquarters. C. C. C. Camp 
Alabama. Local C. C. C. Camp doctors will have 
ambulances will also be in readiness for any 
emergencies and C. C. C. Camps boys will be 
on special patrol duty. The Jackson American 
Legion drum and bugle corps, said to be one of 
the best in the state, will also be on the program. 

With every good wish for you, other counties, 
societies and hospitals and their personnels for 
a splendid Christmas and the most prosperous 
New Year we have ever had, we are 

Newton Infirmary, 
Mrs. Scottie Kemp, 
Secretary. 
‘PONTOTOC COUNTY 

We are sorry to report the death of Mrs. J. W. 
Gillispie, Serman, on October 18. Dr. Gillispie died 
a little less than two months before Mrs. Gillispie. 

Dr. O. F. Carr, Pontotoc, was called to Long- 
view, Texas, Monday afternoon to attend his aunt, 
Miss Ada Miller. Miss Miller‘s home is in Pon- 
totoe, but she was viting in Longview and fell 
and broke her hip. We wish her a speedy re- 
covery. 

Several of our Pontotoc County physicians are 
planning to attend the meeting of the Southern 
Medical Association at St. Louis which begins 
November 19. 

The Northeast Mississippi 13 County Medical 
Society will meetin Tupelo December 17. 

R. P. Donaldson, 
County Editor. 


SUNFLOWER COUNTY 

The Delta Medical Society held its regular meet- 
ing in Moorhead last month and was well attend- 
ed by members of the society as well as a large 
number of visitors. The scientific program was 
held in the afternoon in the auditorium of the 
Sunflower Junior College. The highlight of the 
program was a paper on “Diseases of the Thyroid” 
by Dr. Carl Crutchfield Nashville, Tenn. Other 
papers were read as follows: “Comatose Malaria” 
by Dr. W. S. Taylor, Isola; “Malaria’’ by Dr. I. I. 
Pogue, Scott; “Hydatiform Mole,” with case report 
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by Dr. W. B. Dickins, Greenwood; “The Relation- 
ship of the County Health Officer to his Commun- 
ity” by Dr. H. B. Cottrell, Indianola; “The 
Changes in the Eye Grounds in Systematic Dis- 
ease” by Dr. L. C. Davis, Greenville. Following 
the scientific program an enjoyable barbecue was 
given for the doctors and their families. 

Dr. H. L. Howard began practice in Indianola 
October 1. He comes to Indianola from New Ai- 
bany, where he served as a camp surgeon for three 
Cc. C. C. Camps. 

Dr. and Mrs. B. F. McNeal, Moorhead, motored 
to the Gulf Coast last week to visit their daughter. 

Dr. J. C. Herrington, Rome, says he waited a 
long time to have his first wreck, but finally got 
it at the expense of a broken rib. 

H. B. Cottrell, 
County Editor. 


TALLAHATCHIE COUNTY 

Dr. and Mrs. J. E. Powell spent two days in 
Jackson and one day in Clarksdale last week. 

Mrs. Moody, who has been confined to the hos- 
pital and her home for the last month, is able to 
be up. 

Dr. C. F. Freedland, Glendora, was a visitor to 
the Charleston Hospital a few days ago when he 
brought a patient for roentgenograms. 

Dr. Donaldson, Oakland, was a visitor to the 
Charleston Hospital last week. 

The duck season opens soon, some of the doctors 
will be hard to keep up with during the duck 
season. 

J. W. Moody, 
County Editor. 


TISHOMINGO COUNTY 

X-mas greetings to every county county society 
and hospital in Mississippi. Hope all your future 
will be filled with joy and happiness. The ten 
of us physicians in Tishomingo County seem more 
prosperous and happy than we were a year ago. 
It is the good fortune of the writer to see each 
physician at least twice if not more each month 
in the year. 

Dr. Brockstone has just returned from Chicago 
where he took a short course in the clinics of 
Cook County. 

We are very glad to have had Dr. H. C. Ricks, 
director of county health units in Mississippi, with 
us this month. Dr. Ricks met the Board of Super- 
visors and induced them to put in a full time 
health department in Tishomingo County again to 
take effect January 1, 1936. 

The T. V. A. is assuming one-third of the finan- 
cial burden. Drs. Galloway and T. Paul Haney, 
the two Commonwealth health department direc- 
tors in Mississippi, were the first two full-time 
health department directors in Tishomingo County. 
We feel like the organization will be permanent 
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now. We hope to secure offices in the new $10,000 
agriculturai building, soon to be erected in Iuka. 
T. P. Haney, Sr., 
County Editor. 


WARREN COUNTY 

Erasmus says, “It is the worst of madness to 
learn what has to be unlearnt.” So Dr. Augustus 
Street is reported to have taken things very grad- 
ualiy on his recent visit to the Mayos at Roches- 
ter, as he dislikes very much the process of un- 
learning. 

Drs. Preston Herring and W. H. Parsons are the 
reported members of the medical profession who 
saw the football game at Canton played by the 
Vicksburg and Canton High School teams. 

We are advised that the Mississippi Editor of 
the New Orleans Medical and Surgical Journal, 
Dr. Leon S. Lippincott, was a visitor this month 
to the North Mississippi Medical Society when 
same was convening at Oxford. The Mississippi 
doctors, we think, are justly proud of their editor 
and the excellent work he has done as editor of 
the Mississippi section of the journal. 

Dr. J. A. K. Birchett, Jr., says that in his ex- 
tensive reading he saw in “Poor Richard’s Alma- 
nac” where Ben Franklin said, “Glass, China, and 
reputation, are easily cracked and will never be 
mended,” and thinking old Ben might be right 
about this, Jack, on his last trip abroad, to safe- 
guard his reputation had an escort, Dr. Leon Lip- 
pincott, and further advises he enjoyed the last 
meeting of the North Mississippi Medical Society. 

Congratulations to Dr. and Mrs. Tommy Sparks! 
But let Tommy tell you what it is all about and 
thus he speaks! 

“There came to port last Sunday eve 

The queerest little craft, 

Without an inch of rigging on, 

I looked and looked—and laughed, 
It seemed so curious that she 
Should cross the unknown water, 
And moor herself within my room— 
My daughter! Oh, my daughter!” 

“On what strange stuff ambition feeds,” and 
what meat has our Caesar ate that he has grown 
so great? And why did Dr. George M. Street have 
to go to New Orleans, November 2, just to get 
“measured for a suit of clothes?” And why did 
Dr. Lawrence J. Clark have to toddle along just 
to shuffle portmanteaux? Could there have been 
any misunderstanding or misinformation about 
Colgate playing Tulane on this date? Was it true 
that the Colgate Manufacturing Company, for ad- 
vertising purposes, showered the grandstands with 
“lipsticks powder puffs, etc.” and that these two 
“Shieks of the Operating Room” came back with 
pockets, knapsacks, and traveling bags, bulging 
with equipment? 


Mississippi State Medical Association 


The city of automobile manufacturing, Detroit, 
Michigan, was the guest city of the International 
Postgraduate Medical Asesmbly in October, 1935, 
and Dr. R. A. Street, Jr., was the guest visitor 
at this meeting, from Vicksburg, the leading city 
in the production of mammoth doctors or a mam- 
moth production of doctors. 

The many friends of Dr. John M. Whitney, son 
of Mr. and Mrs. P. K. Whitney of Vicksburg, are 
pleased to learn that after completing a three 
months’ postgraduate course in the Department of 
Pathology at Charity Hospital, New Orleans, he 
will now be associated with Dr. George H. Hauser, 
an eminent pathologist of New Orleans. 

Dr. Nathan B. Lewis, faithful to friend and a 
friend to each patient, was found without osten- 
tations discharging a friendly and _ professional 
duty on his visit this month to the State Sana- 
torium. 


When these lines shall have reached your desk, 
Thanksgiving Day for this year will have been 
past, it’s memory may abide especially if there 
is a “Hang Over” from excesses, etc. Nevertheless, 
one may fully concur with Will Carleton when he 
wrote: 

Thanksgiving Day, I fear, 

If one the solemn truth must touch, 
Is celebrated, not so much 

To thank the Lord for blessings o’er, 
As for the sake of getting more! 


Now it is not our purpose to intimate that any 
reader of the few who read these lines would 
desire to get or read more from the faltering pen 
of your scribe from Warren County, but indeed 
and in truth we are thankful that it has been our 
good fortune and privilege to be your County 
Editor from this month, October, two years ago. 
We think we know you better, we know our in- 
terest in you is greater, we have come to welcome 
the monthly arrival of the New Orleans Medical 
and Surgical Journal, with a greater interest, not 
just to reread what we have written, but to see 
and know in part what the doctors of our state 
are doing and what kind of cruel fate befalls them 
and theirs. We are thankful to all the editors of 
the New Orleans Medical Journal for all the kind- 
nesses they have shown us through these years as 
our official Journal, and as perhaps this, or one 
other, may be our last letter, under these relation- 
ships, to be printed in this, one of the greatest, 
if not the greatest, of Southern Journals of Medi- 
cine, we feel that we voice the sentiment of all 
Mississippi doctors when we quote: 

“Your bounty is beyond my speaking; 
But though my mouth be dumb, my heart 
thank you.” 
B..T. Emme, 
County Editor. 
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WASHINGTON COUNTY 

Dr. J. S. Sanders, Leland, was elected president 
of the Washington County Medical Society at the 
last regular meeting. He was also elected vice- 
president of the Delta Medical Association at its 
annual meeting recently. 

Dr. J. S. Sanders, Leland, received notification 
in a personal letter from Governor-Elect White 
that he was among those chosen to the incoming 
governor’s staff. From now on it’s “Colonel San- 
instead of Doctor Sanders. Dr. Sanders was 
one of the leaders of White’s campaign in Wash- 
ington County and it was no surprise to his 
friends when the governor-elect named him as one 
of the incoming colonels on the new staff. Wash- 
ington County and particularly the Leland box, 
Dr. Sanders’ home precinct, went strong for Mr. 
White in both the first and second primaries. 


ders’ 


Dr. and Mrs. J. F. Lucas, Greenville, motored to 
Omaha, Neb., where Dr. Lucas attended the meet- 
ing of the Central Association of Obstetricians 
and Gynecologists which was held October 10, 11 
and 12. On their return trip they stopped by 
Lincoln, Neb. to witness the Minnesota-Nebraska 
football game. 

Dr. J. A. Beals, Greenville, read a paper on 
“The Physician’s Daily Obligation to Educate the 
Public about Cancer” at the October meeting of 
the Issaquena-Sharkey-Warren Counties Medical 
Society in Vicksburg. 

The many friends of Dr. and Mrs. C. P. Thomp- 
son, Greenville, are delighted to know that Mrs. 
Thompson has completely recovered from a recent 
attack of influenza. 

Dr. and Mrs. J. F. Lucas, Greenville, motored 
to New Orleans where they attended the Colgate- 
Tulane football game. 

The many friends of Dr. A. J. Ware, Greenville, 
are delighted to know of his continued improve- 
ment. 


Dr. E. T. White, Greenville, attended the Colgate- 
Tulane football game in New Orleans recently. 

The many friends of Dr. D. C. Montgomery, 
Montbury, Greenville, delight in knowing he has 
completely recovered from an attack of influenza. 

Dr. and Mrs. L. C. Davis and children, Green- 


ville, attended the Colgate-Tulane game in New 
Orleans. While in New Orleans, Dr. Davis at- 


tended his class reunion. 

Dr. and Mrs. F. M. Acree, Greenville, had as 
their house guests recently Dr. and Mrs. H. La- 
mons, Greenville, Tenn. Mrs. Acree honored Mrs. 
Lamons with a most delightful tea. 

Dr. and Mrs. O. H. Beck, Greenville, were among 
those who attended the Greenville-Clarksdale foot- 
ball game in Clarksdale recently. 

Dr. and Mrs. F. “I. Acree, Greenville, have as 
their house guest Dr. Acree’s mother, whose home 
is in Dover, Tenn. 
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Dr. J. W. Shackleford, county health officer of 
Washington County, Greenville, attended the meet- 
ing of the American Public Health Association 
which met in Milwaukee, October 4 to 10. 

Dr. R. E. Wilson, Greenville, attended a _ busi- 
ness meeting of the Mississippi Pediatric Society 
of which he is president in Jackson. He was ac- 
companied by Dr. J. W. Shackleford. 

Mrs. T. B. Lewis, Greenville, attended a recent 
meeting of the Garden Club in Vicksburg. 

Among the out of town doctors who were visitors 
in Greenville this past month were Dr. R. C. Fin- 
lay, Glen Allen; Dr. R. N. Crockett, Winterville; 
Dr. J. S. Sanders, Leland; Dr. F. M. Tindall, Sun- 
flower; Dr. H. C. Kent, Indianola; Dr. W. E. Wig- 
gins, Indianola; Dr. R. C. Smith, Drew; Dr. J. 
M. Hill, Moorhead; Dr. W. L. Ervin, Inverness; 
Dr. I. I. Pogue, Scott; Drs. W. P. Shackleford and 
S. L. Lane, Hollandale. 


Dr. G. W. F. Rembert, Jackson, was a recent 
visitor to Greenville. 
Dr. J. Rives, New Orleans, La., associate pro- 


fessor of surgery, L. S. U., was a recent visitor to 
Greenville. 

The doctors of Washington County wish to ex- 
tend Christmas Greetings to all the 
their families in Mississippi. 

John G. Archer, 
County Editor. 


doctors and 


WINSTON COUNTY 

Dr. E. L. Richardson’s new home is nearing com- 
pletion and they expect to move in a few days. 

Dr. T. F. Kilpatrick, Noxapater, was in our city 
Saturday. 

Dr. W. W. Parks and wife were called to see 
his sister-in-law in Memphis who is very ill. 

Dr. S. W. Pearson was in Memphis this week 
on business. 


The writer is suffering from an infection of 
right hand, but is somewhat improved at this 
writing. 

M. L. Montgomery, 


County Editor. 
THE WOMAN’S AUXILIARY TO THE 
MISSISSIPPI STATE MEDICAL ASSOCIATION 
President—Mrs. Leon S. Lippincott, Vicksburg. 
President-Elect—Mrs. Adna G. Wilde, Jackson. 
Secretary—Mrs. H. C. Ricks, Jackson. 
Treasurer—Mrs.. J. W. D. Dicks, Natchez. 
Press and Publicity Chairman—Mrs. Hugh H. 
Johnston, Vicksburg. 





FROM OUR PRESIDENT 
This being the last issue of the JOURNAL that 
we may use officially, the members of the Auxili- 
ary take this opportunity to publicly offer our 
sincere appreciation to the editor-in-chief of the 
New Orleans Medical and Surgical Journal and the 
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Journal Committee for their generosity to this 
Auxiliary in publishing its news and all articles 
submitted. 


The Woman’s Auxiliary to the Mississippi State 
Medical Association obligated itself to create a 
$5,000 endowment fund for the benefit of the lit- 
tle children at the Preventorium. This year we 
have plans by which we hope to complete this 
fund. The State Parent-Teachers Association has 
agreed to cooperate with the Auxiliary in placing 
an educational program regarding the Preventorium 
in the public schools of Mississippi, at which time 
the school children will be given an opportunity 
to contribute their pennies towards the endow- 
ment fund. This fund is to be used exclusively 
for retreational purposes. 


The week of February 17, 1936, anniversary of 
the founding of the Sanatorium, will be dedicated 
as “Preventorium Week.” During that week edu- 
cational programs will be furnished to all social, 
civic, business and luncheon clubs in the state. 
Newspapers will be asked to cooperate. Radio 
programs will be broadcast where there are avail- 
able stations. 


THE SEASONS GREETINGS 

It is my greatest pleasure to send to each and 
every one of you my wishes for a very Happy 
Christmas, and a most prosperous New Year. In 
thinking of Christmas, we think of the Christmas 
seal sale. The members of this Auxiliary have 
always served in selling seals. We hope to con- 
tinue with this work, and to increase the numbers 
of seals sold. 


FROM THE NATIONAL PRESIDENT 


PROGRESS. It is of utmost importance that 
we, as Auxiliary women, the torch bearers of the 
American Medical Associatio, should keep pace 
with the march of time, zealous in every effort 
to be informed on all matters pertaning to health, 
with the thought ever in mind that we cannot 
lead where we cannot go. 


AUXILIARY ETHICS. The attitude of every 
Auxiliary member is of paramount consideration, 
for herein lies the one opportunity to show her 
bigness—or her littleness, perhaps. There must be 
a rearrangement of prejudices for prejudice and 
love cannot dwell in the same heart. Certainly 
prejudice should find no place in the hearts of 
women who are the standard bearers of those men 
who are the representatives of a high and noble 


profession. The law of human kindness should 
at all times be motivated by the key-note, CON- 
CENTRATION , COOPERATION, CONSECRA- 
TION. 

Mrs. Leon S. Lippincott. 
Vicksburg. 
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THE WOMAN’S AUXILIARY TO THE 
ISSAQUENA-SHARKEY-WARREN COUNTIES 
MEDICAL SOCIETY 

Many hearts were saddened by the death of one 
of the most beloved and valuable members of the 
Auxiliary to the Issaquena-Sharkey-Warren Coun- 
ties Medical Society, Mrs. H. S. Goodman. Her 
bright manner and cheerful disposition were an 
inspiration to all who knew her and her passing 
has cast a gloom upon all. 

Miss Sydney Johnston, daughter of Dr. and Mrs. 
S. W. Johnston, is a student at Brenau College, 
Gainesville, Ga. 


Dr. and Mrs. Benson Martin have returned from 
a delightful vacation spent in motoring through 
Virginia. 

Dr. and Mrs. C. J. Edwards spent the week-end 
in Starkville with their son Franklin who is a 
student at Mississippi State College. 


Dr. and Mrs. George Street and daughters Polly 
Lauranle Clark, and Dr. and Mrs. W. H. Parsons 
and Lois, Dr. and Mrs. Edley Jones, Dr. and Mrs. 
spent several days in New Orleans where they at- 
tended the Tulane-Colgate game. 

Dr. and Mrs. Preston Herring and daughter 
have returned from a trip which extended as far 
as Louisville. Ky. 


Dr. and Mrs. A. Street spent a delightful vaca 
tion in Chicago and Rochester. 


Dr. and Mrs. I. C. Knox motored to Oxford to 
enjoy a football game. 


Dr. and Mrs. T. P. Sparks are receiving the con- 
gratulations of their many friends upon the ar- 
rival of a daughter. 


Mrs. Hugh Johnston and Mrs. Leon Lippincott 
motored to Moorhead where they attended an 
Auxiliary meeting. 

Jack Ewing, son of Dr. and Mrs. J. S. Ewing, is 
a student at the University of Virginia where he 
is beginning his premedical course. 

Mrs. Leon Lippincott spent several days in New 
Orleans. 


The October meeting of the Auxiliary to the 
Issaquena-Sharkey-Warren Counties Medical So- 
ciety was held in the Monroe Room of the Hotel 
Vicksburg. Mrs. J. S. Ewing, hostess, planned 2 
delicious menu and arranged a beautiful center- 
piece of flowers. Dr. Walter Johnston gave an ex- 
cellent illustrated lecture on “Cripples.” 

Those who enjoyed the excellent program were: 
Mrs. C. J. Edwards, Mrs. M. H. Bell, Mrs. Sydney 
W. Johnston, Mrs. Leon S. Lippincott, Mrs. Ben- 
son Martin, Mrs. W. K. Purks, Mrs. W. C. Pool. 
Mrs. F. M. Smith, Mrs. J. S. Ewing, Mrs. Edley 
H. Jones, Mrs. W. H. Parsons, Mrs. George M. 
Street, Mrs. R. A. Street, Mrs. Laurance J. Clark, 
Mrs. Hugh H. Johnston, Miss Zita O’Leary, and 
Mrs. Guy C. Jarratt. 
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Mrs. C. J. Edwards motored to Baton Rouge to 
see the football game between L. S. U. and Missis- 
sippi State. 

Mrs. L. J. Clark, 
President. 


THE WOMAN’S AUXILIARY TO THE 
DELTA MEDICAL SOCIETY 

Mrs. H. L. Cockerham, Gunnison, was elected 
president of the Woman’s Auxiliary to the Delta 
Medical Society at the semi-annual meeting held 
in conjunction with the assembly of the medical 
society at Sunflower Junior College in Moorhead. 

Mrs. J. D. Simmons, Gunnison, was elected sec- 
retary and treasurer. 

Vice-presidents elected 
Newell, Inverness, Sunflower County; Mrs. J. W. 
Jackson, Belzoni, Humphreys County; Mrs. J. C. 
Adams, Greenwood, Leflore County; and Mrs. J. 
A. Beals, Greenville, Washington County. A vice- 
president for Bolivar County will be appointed 
later. 

Mrs. L. B. Otken, Greenwood, retiring president 
of the Auxiliary, was elected parliamentarian, 
succeeding Mrs. J. A. Beals, Greenville. 

The Auxiliary members were welcomed to Sun- 
flower Junior College by President Paul West. 
The response to the welcome was delivered by 
Mrs. J. A. Beals, Greenville. 

Mrs. J. C. Pegues, Greenville, was the principal 
speaker of the afternoon. 

Mrs. L. S. Lippincott, Vicksburg, state president 
of the Woman’s Auxiliary and Mrs. Hugh Johns- 
ton, state chairman of press and publicity, were 
in attendance. 

A splendid musical program was given by stu- 
dents of Sunflower Junior College. 

After the meeting a tea was given by Mrs. R. M. 
Donald, Mrs. J. W. Lucas, and Mrs. U. 8. 
at the home of Mrs. Wasson. 

The members of the Woman’s Auxiliary met 
with the members of the Delta Medical Society at 
a barbecue held during the evening. 

Mrs. J. D. Simmons, 
Reporter. 


included Mrs. 8S. D. 


Wasson, 





THE WOMAN’S AUXILIARY TO THE 
HARRISON-STONE-HANCOCK COUNTIES 
MEDICAL SOCIETY 
The Woman’s Auxiliary to the Harrison-Stone- 
Hancock Counties Medical Society held its first 
meeting of the fall season Wednesday afternoon 
at the home of the vice-president, Mrs. E. C. 
Parker, East Beach. This was the first meetin: 
since the death in July of the president, Mrs. EI- 
mer D. Gay, and the auxiliary held a memorial to 
her. Mrs. Daniel J. Williams paid the tribute and 
the members stood in silent prayer to her mem- 
ory. At the request of Mrs. Parker, Mrs. Daniel 
J. Williams presided at the business session. A 
letter was read by Mrs. J. S. Laird, president-elect, 
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from Mrs. J. Bonar White, president of the Auxil- 
iary to the Southern Medical Association, setting 
forth “What An Auxiliary Member Should Know.” 
She emphasized that the auxiliary serves the medi- 
cal profession and through the profession serves 
the public; and that the principal purposes of the 
auxiliary are in health, education, public rela- 
tions, legislation, philanthropy and social. Mrs. 
Leon S. Lippincott, Vicksburg, had written the 
auxiliary a letter urging the increase in member- 
ship of all doctors’ wives. The organization ar- 
ranged to meet monthly instead of each two months 
as formerly, the meetings to occur each third 
Wednesday, and in addition to the business session 
a half hour’s program will be given. The next 
meeting will be with Mrs. W. W. Cox and Mrs. 
E. H. Fahnestock as co-hostesses. The program will 
be on the Preventorium, with Dr. Emma Gay in 
charge. 

At the social hour Mrs. Parked served party 
refreshments of pecan pie and coffee. Those pres- 
ent were: Mesdames Daniel J. Williams, J. S. 
Laird, Harry Reynolds, Charles A. Mack, George 
Melvin, W. W. Cox, C. A. McWilliams, R. F. Wafer, 
D. J. Rafferty of Pass Christian and guests Mrs. 
Priestly of New Orleans, Dr. Emma Gay and Mrs. 
Parker. 

THE WOMAN'S AUXILIARY TO THE SOUTH 

MISSISSIPPI MEDICAL SOCIETY 


Members of the South Mississippi Medical So- 
ciety and Auxiliary have returned to their homes 
after attending sessions held in Columbia with 
Dr. and Mrs. J. G. Gardner. The medical society 
met at the Marion Hotel, while members of the 
Auxiliary assembled in the home of Dr. and Mrs. 
Gardner. 





Guests were met at the door by Mrs. Gardner 
who in turn introduced Mrs. D. A. Ratliff, who 
escorted them to the solarium which was lovely 
with potted ferns and full cut flowers. Here a 
most delightful social hour was enjoyed. After 
the arrival of guests Mrs. Gardner invited them 
into the dining room which was beautiful in every 
detail. 

The table was covered with a handsome cut- 
work cloth. At each end were burning tapers that 
enhanced the beauty of the exquisite and artis- 
tically arranged center bowl of lavender asters 
and lupin. Mrs. Ratliff poured tea from a silver 
service while Mrs. G. S. Daley served the guests 
a most delectable plate consisting of frozen fruit 
salad, dainty minced ham sandwiches, nuts, candy 
and cake. 

Guests then returned to the solarium to enter 
into the business session. In the absence of the 
president, Mrs. Ernest Btthea, Mrs. Charles C. 
Hightower presided. The secretary, Mrs. F. T. 
Bower, called the roll and read minutes of the pre- 
vious meeting. 
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After hearing reports from various committees 
Mrs. Hightower gave a most interesting account 
of the meeting of the State Auxiliary which met 


in Biioxi in conjunction with the State Medical 
Association last May. 
Four new members were welcomed into the 


Auxiliary, Mesdames J. G. Gardner, D. 
G. S. Daley and J. C. 
addition the four new members were: Mes- 
dames Charies C. Hightower, Richard H. Clark, 
J. P. Culpepper, Jr., P. E. Smith, F. T. Bower and 
Mrs. H. Martin, Hattiesburg; Miss Ella Mc- 


A. Ratliff, 
Conner. Those present in 


to 


Leo 


Mahon of New Orleans; Miss Ida Hood and Mrs. 
L. L. Polk of Purvis. 
After adjournment the guests enjoyed a sight- 


seeing trip over Columbia. At 6 o’clock the Auxil- 
iary members joined their husbands at the hotel 
where the entire assemblage were guests of Dr. 
and Mrs. Gardner. Following a most bountiful 
menu, Dr. Gardner introduced Mr. Rawls, mayor 
of Columbia, who welcomed the society. Dr. Joe 
Green of Laurel responded. 

Mrs. B. F. Coulter, accompanied at the piano by 
Mrs. Hugh White, sang two songs. Dr. Coulter, 
head of the Industrial Training School at Colum- 
bia, told in an interesting manner the purposes 
of the school and what he hoped to accomplish in 
the near future. 

Governor-designate Hugh White and Mrs. White 
were then introduced. Mr. White welcomed the 
society and pledged his cooperation to the profes- 
sion. 

At the conclusion guests were reluctant to say 
good-night after such an inspiring as well as en- 
joyable meeting, but left ‘with 


everyone many 


BOOK 


Book Reviews 


happy memories of the meeting of the South 

Mississippi Medical Society and Auxiliary as 

guests of Dr. and Mrs. J. G. Gardiner in Columbia. 
Mrs. P. E. Smith, 

Reporter. 


HONOR ROLL 


The following have contributed to this number 
of our Jaurnal: 

TOUNTY EDITORS: Lucien S. Gaudet, W. T. 
Thornhill, Douglas D. Baugh, N. C. Knight, L. L. 
Minor, T. E. Ross, W. H. Scudder, J. B. Thigpen, 
W. B. Dickens, G. S. Bryan, R. P. Donaldson, H. 
B. Cottrell, J. W. Moody, T. P. Haney, H. T. Ims, 
John G. Archer, M. L. Montgomery.—17. 





SOCIETIES: Adams County, Lucien S. Gaudet; 
Central, L. W. Long; Clarksdale and Six Coun- 
ties, N. C. Knight; Issaquena-Sharkey-Warren; 


North Mississippi, A. H. Little; Pontotoc County, 


R. P. Donaldson; Tallahatchie County, J. W. 
Moody.—7. 

HOSPITALS: Houston Hospital, Douglas D. 
Baugh; Newton Infirmary, Mrs. Scottie Kemp; 


Vicksburg Hospital, Dr. W. H. Parsons; Vicksburg 
Sanitarium.4. 

WOMAN’S AUXILIARY: Mrs. Hugh H. Johns- 
ton, Mrs. L. J. Clark, Mrs. J. D. Simmons, Mrs. P. 
E. Smith.—4. 

OTHERS: Harvey F. Garrison, R. B. Caldwell, 
Postgraduate Class of Prentiss and Adjoining 
Counties, S. E. Eason, Q. Edward Gatlin, Felix J. 
Underwood, T. M. Dye.—7. 

GRAND TOTAL—39. 


THANK YOU AND MERRY CHRISTMAS. 


REVIEWS 





The Compleat Pediatrician: 
son, M. A., D. S. C., M. D. Durham, N. C., 
Duke Univ. 1934. Price, $3.75. 

Davison’s novel book is an attempt to cull the 
facts of pediatrics from many ponderous textbooks 
and compress them into a thin compact volume. 

In this he has succeeded. Some readers will ob- 

ject to the intricacies and excessive fingering ne- 

cessitated by numerous cross references; a little 
practice should overcome this objection. 


By Wilburt C. Davi- 


Press, 


Weight for weight the book contains more sound 
information than any available pediatric textbook. 
Of outstanding value are the sections treat- 
ment, diet, and laboratory tests. 


on 


The author expresses the hope that this book 
will be carried for quick reference in the physi- 
cian’s bag, like a stethoscope. His hope would 
have been better fulfilled had the cover been of 
a color and material that did not soil so easily. 

M. MALLowit1z, M. D. 


A Textbook of Laboratory Diagnosis: By Edwin 
E. Osgood, M. A., M. D. 2nd Ed., Philadelphia, 
P. Blakiston’s Son & Co., Inc., 1935. pp. 585. 
27 textual figures, 10 colored plates. Price 


$6.00. 


This laboratory book, for it is out of the class 
of manuals, is designed for students and practi- 
tioners of medicine and covers the usual range 
of clinical laboratory diagnosis with the exception 
of bacteriology and serology (Wassermann and 
precipitin test) which are omitted. 

A unique feature is an index by diseases from 
which references are obtained to various tests and 
and interpretations throughout the subdivisions 
of the book. 


The first part, consisting of 266 pages, is de- 
voted to a dissertation on the laboratory phases 
of disorders of all of the organs and systems of 
the body and, taken in all, is certainly the most 
informative part of the book to the physician. 
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The sections on technic are abbreviated and 
sparsely illustrated with the exception of the sec- 
tion on hematologic methods, where the only 
criticism that can be offered is that the author is 
apparently unduly impressive of methods devised 
by himself. To determine the percentage of sugar 
in the urine to the second decimal place or to ob- 
tain the correct reading of hemoglobin to within 
a 1 per cent error is his object. The meticulous 
methods that he recommends, if employed generally, 
would undeniably improve the status of labora- 
tory findings. 

The adoption of Osgood’s method of obtaining 
blood by venepuncture for all routine examina- 
tions is hardly applicable in the south. Citrated 
blood alters the appearance of malaria parasites 
and leukocytes to such an extent, even during the 
one hour period that he allows, that I would hesi- 
tate to recommend it to my students. The proper 
method of obtaining blood from the finger or ear 
lobe will give reliable findings for the blood pic- 
ture and in no way compare with the troubles of 
venepuncture as a routine. Venepuncture should 
be done by physicians only. Very little of the 
blood work in this country gets beyond the tech- 
nician. 

The intestinal parasites were apparently drawn 
from old preserved material and are misleading 
in appearance, particujarly the eggs of hook- 
worm and ascaris and the strongyloides larva. 

The exclusion of all other methods except the 
Osgood for determining hemoglobin is also ques- 
tionable in view of the fact that it is not possible 
to chemically reproduce his standard _ solution. 
Standards must be obtained that are subject to 
his check, which is an insurmountable objection. 
It is far better to struggle along with less accurate 
methods until a practical solution of this prob- 
lem has been arrived at. I frankly do not believe 
after many years of experience that the diagnosis 
of the type of anemia in actual practice depends 
upon any such fine determination as is stressed 
here. 

As a reference book for the practitioner of 
medicine for the interpretation of findings, or for 
what laboratory procedures are indicated, this 


volume is exceedingly valuable. Many original 
thoughts, ideas and observations are included 


which indicates clearly that the author does not 
merely copy his manuscript, as is too frequently 
the case with medical authors. 


F. M. Jouns, M. D. 





International Clinics, vol 2, 
B. Lippincott Co., 1935. 
A veritable medical treasure are these quarter- 


June, 1935. Phila. J. 
Illus. pp. 327. 


lies. This one contains numerous important medi- 
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cal articles ably and adequately written by au- 
thoritative authors. To mention only a few will 
give an idea of the quality of the volume. Thus, 
a “Discussion of Heart Pain” by Louis Hamman, 
M. D. and Walter W. Hamburger, M. D., “Masses 
in the Groin” by Isadore Cohn, M. D. and “Pneu- 
monokoniosis” by Leroy U. Gardner, M. D. One 
cannot recommend this book too highly. 
I. L. Rossrns, M. D. 

Living Along With Heart Disease: By Louis 

Levin, M. D. with a foreword by Thomas M. 

MecMillian, M. D. New York. The Macmillan 

Co., 1935. pp. 126. Price, $1.50. 

This is a small book, intended for the laity and 
dedicated to the idea of justifiable optimism on 
the part of the cardiac patient as reflected in 
modern concepts of etiology, diagnosis, prognosis 
and treatment. It is a worthwhile pioneer en- 
deavor. 

I. L. Ropsrns, M. D. 


Diseases of the Mouth and Their Treatment: By 
H. Prinz and S. Greenbaum. Phila. Lea and 
Febiger, 1935. Illus. pp. 602. Price, $9.00. 


This work by authors of reputation both Medi- 
cal Doctors and one a Doctor of Dental Surgery, 
as well, is a contribution to a field not too abund- 
ant with good material. Dr. Prinz has long been 
outstanding in oral pathology and therapeutics as 
well as materia medica. It is a pleasure to read 
and study as noble a reference as this, where 
synonyms, definition, etiology, clinical pathology, 
symptoms, diagnosis, differential diagnosis and 
treatment are discussed together in good order 
with an accompanying photograph of the clinical 
picture. 

The entire subject matter is treated as a medico- 
dental problem which offers reliable information 
both to the medical man and dentist. A good 
text for any medical man’s reference library. 

F. Harotp Wirtn, D. D. S. 


The Autonomic Nervous System: Anatomy, Phy- 
siology, and Surgical Treatment. By Jas. C. 
White. New York, The MacMillan Company, 
1935, pp. 386. Price, $7.00. 

This splendid and very practical monograph on 
the autonomic nervous system comes up to the 
usual excellence of the MacMillan Surgical Mono- 
graph series, edited by E. C. Cutler. The author 
has ably assembled the fundamental contributions 
of the anatomist, the physiologist, and the phar- 
macologist, as well as those of the internist and 
the neurosurgeon. His own large experimental 
and clinical experience first at Leriche’s Clinic, 
Strasbourg, and later at the Massachusetts Gen- 
eral Hospital, Boston, is reflected in his compre- 
hensive discussions throughout the book. A total 
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of 622 representative references are given, dis- 
tributed at the end of each chapter. This biblio- 
graph as well as the volume itself should prove 
a valuable vade mecum to the study of a still un- 
settled subject. This is a type of book to which 
one would like to refer again and again in the 
rapid elucidation of one’s clinical and operative 
problems, dealing with those disorders involving 
the autonomic nervous system. 
K. Hossr, M. D. 

Economic Problems of Medicine: By A. C. Christie, 

B. S., M. D. New York, The MacMillian Co., 

1935. pp. 242. Price, $2.00. 

In an interesting and understandable manner 
the author reconciles the althuism and idealism of 
our profession with the practicality and material- 
ism of the economist and the business world. 
Never have we needed constructive thought 
along economic lines more than at present. Dr. 
Christie is to be congratulated on giving us a 
volume which contains so much food for thought. 
Present methods of medical care are unfortunate- 
ly imperfectly adapted to the wants and needs of 
the time. This is due to a lack of understanding 
about fundamentals by both physicians and pub- 
lic. The many new economic problems which 
have been created by a complex and changing so- 
cial and industrial system are intelligently dis- 
cussed. These involve the duty of the physician 
to self, patient, profession and public. 

Although figures are usually boring to physi- 
cians, the following information may interest some 
readers sufficiently to give impersonal thought to 
the economic problems of medicine. The aver- 
age physician now begins practice at the age of 
about twenty-eight with an invested capital usually 
of $10,000 and ten years of effort. After seven 
years of practice, his net income in 1929 was 
about $5400 with an attendant expense in practice 
of nearly 40 per cent. Since then medical incomes 
have decreased approximately 33 per cent to 50 
per cent, which means that the average physician’s 
net income, after seventeen years of work and 
$10,000 capital investment, is, at the present time, 
about $2750. In most other fields of effort where 
productiveness also ceases usually around the age 
of 60, the financial returns from a similar invest- 
ment of time, effort and capital are obviously far 
greater. Besides, the physician has no material 
assets in his professional capacity. Interesting 
information is given showing the relative earnings 
of specialists and of physicians in cities of dif- 
ferent sizes. The latter half of this volume con- 
siders the various forms of medical practice under 
workman’s compensation laws, health insurance, 
industrial medicine and the newer methods of 
medical care in an understandable manner. It 
should be read and re-read by those who are in- 
terested. A comprehensive plan for medical care 
which includes the trends now taking place in 
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practice is presented in the final chapter. Most 
of us try to escape reality by evading, in one way 
or another, the distasteful. Practical and imper- 
sonal thought about medical economics is avoided 
by physicians. Yet this very lack of practical un- 
derstanding on the part of the average physician 
about economic problems is the cause of many 
medical headaches. 


If you are interested in an impersonal con- 
structive discussion of the medical dollar, the re. 
viewer suggests that you read the volume and 
then re-read it. If you are satisfied with the so- 
cial and financial trend of medical practice, be- 
lieve in letting nature take its course, and want 
to continue believing that there is a medical 
Santa Claus, you had better read something else. 


Cuas A. BAHN, M. D. 


Diseases of the Skin: By Frank Crozer Knowles, 
M. D. Philadelphia, Lea & Febiger, 1935. 3rd 
ed. rev. pp. 640. Price $6.50. 


This edition, like the parent edition is well ar- 
ranged, compact and the material well selected. 
More space is given to the effects of good diets 
and salt-free diets. Allergy and allergic reactions 
have also assumed more consideration. This edi- 
tion has been thoroughly revised and is larger than 
previous editions. Its compactness and arrange- 
ment makes an easy reference volume for the stu- 
dent or general practitioner. 


M. T. Van Srupprrorp, M. D. 





PUBLICATIONS RECEIVED 


Philadelphia: Pre- 
scription Writing and Formulary, by Charles Solo- 
mon, M. D. 


J. B. Lippincott Company, 


The MacMillan Company, New York: An Intro- 
duction to Public Health, by Harry S. Mustard, 
M. D. 


The Commonwealth Fund, New York: Aphasia, 
by T. Weisenburg, M. D. and K. E. McBride, Ph. D. 
Charles C. Thomas, Springfield, Ill.: Classical 


Contributions to Obstetrics and Gnecology, by G. 
Thoms, M. D. 


The University of North Carolina Press, Chapel 
Hill, N. C.: The Collapse of Cotton Tenancy, by 
C. S. Johnson, E. R. Embree, W. W. Alexander. 


William Wood & Company, 
peral Gynecology, by J. L. Dubos, M. D., F. A. C. S. 
Philadelphia: 
gery Queen of the Arts, by Wm. D. Haggard, M. 
D., F. A. C. S., D. C. L. 


Baltimore: Puer- 


W. B. Saunders Company, Sur- 








